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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
l tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
2 dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4. jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules ...____ 


Meprospan’ 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


sons Qi] WALLACE LABORATORIES / Cranbury, N. J. 
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Nardil 


brand of phenelzine dihydrogen sulfate 
A TRUE ANTIDEPRESSANT 


A true broad-range antidepressant, Nardil 
has been proved “... efficacious in all vari- 
eties of depression—the neurotic, the re- 
active and the psychotic including senile 
psychoses, involutional depressions and 
manic-depressive (endogenous) depres: 
sions.”" It will help you treat your de- 
pressed patients by improving their ability 
**...to accept, deal with and accomplish 


effect for speed of action, one typical clinical 


report states remissions occurred from 


e 
SIONS 3 to 14 days after the start of therapy, and 


maximum improvement was always no- 
ticed not later than 5 weeks after the onset 


onpsychotic of therapy.”” A less than 2% incidence of 


reported significant side effects’ provides 


4 
depressive | a high therapeutic margin for hospitalized 
states patients and “...makes this drug particu- 


larly desirable for ambulatory use.” 


Full dosage information, available on request, 
should be consulted before initiating therapy. 


References: 1. Dorfmar, W.: The New Approach to 
Depression, WORLD-WIDE ABSTRACTS OF GENERAL MEDI- 
cinE 2:10 (November) 1959. 2. Dickel, H. A., et al.: 
Tension Fatigue States and Their Adjunctive Treat- 
ment Using Nardil, cLinicaL MED. 6:1579 (September) 
1959. 3. Sainz, A.: The Phrenopraxic Activity of a 
Non-noxious Antidepressant, ANN. NEW YORK ACAD. 
sc. 80:780-789 (September) 1959. 4, Nardil Package 
Brochure (October) 1960. 5. Furst, W.: Psychopharma- 
cological or Electrical Therapy of Severe Endogenous 
Depression, J. M. SOC. NEW JERSEY 57:3 (March) 1960. 
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8 CHANNEL 
TRANSISTOR 
ELECTROENCEPHALOGRAPH 


WEIGHT—58 Ibs. 
SIZE-191/” wide 
10” deep 

153,” high 


a new portable instrument, complete in one 
sturdy case - fully field tested - perform- 
ance equal or superior to vacuum tube 
models » standard warrantee 


MEDCRAFT ELECTRONIC. corp. 


4 designers and lonufocturers of diagn ed 


and therapeutic equipment for the 1 


426 GREAT EAST NECK ROAD, BABYLON. 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON?®. .. since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON’ 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 

single dangerous or toxic effect in the 500 patients treated.” * 
Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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promptly afterwards. Do not deposit carbon copies. 
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read, however, can be published in the JoURNAL, and authors wishing to publish in other 
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asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
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The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the Editorial Board. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50; foreign 
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can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 200 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

- thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 
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1. Alexander, L. (35 patients). Ch h - 
Use of meprobomote combined with (2-diethy! 
aminoethyl! benzilate) hydrochloride. J.A.M.A. 166.1019, March 
|, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients) 
Mepro! 


bamote and benactyzine hydrochloride (Depro!) as ad- 

benactyzine + meprobamate junctive therapy for patients with advanced concer. Antibiotic 

Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, 

H., Santy, A. and Pulito, F. (77 potients)}: Treatment of depres- 
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ystem (Section Two), May 1959. $. Land- 

1 mg. 2-diethylaminoethyl! benzilate mon, M. (50 patients). Choosing she right drug for the 

; ; patient jor publication, vre 

Konefal, S. H., Henken, B. S., Wood. A. and Ceresia, 

: therapy. Am. Pract. & Digest Treat. | . . 

Supplied: Bottles 0 50 ight-pink, 7. Pennington, V. M. (135 patients}: Meprobomate-benactyzine 

scored tablets. in the weatment of chronic brain wyndeome, 

phrenia ond senility. J. Am eriatrics Soc Ave 

Dosage: Usual starting dose is 1 tablet 8. Riches, ond Ewing, 1, (35 patients). Dearol in depres 

; H sive conditions. Dis. Ner tem , ction One), Aug 

be gradually increased up to bomate. combined with benactyzine hydrochloride) in the 

< office treatment of depression. M. Ann. District of Columbio 

3 tablets q.i.d. 28.438, Aug. 1959. 10. Settel, E. (52 patients): Treatment of 

depression in the elderly with a meprobomote-benactyzine 

hydrochloride combination (Deprol). Antibiotic Med. & Clin. 

Therapy 7:28, Jon. 1960. 11. Splitter, S. R. (84 potients): The 

care of the anxious and the depressed. Submitted for pub- 


Wy, WALLACE LABORATORIES 
V4 Cranbury, N. J 


é 
P 
j 
| 
e 

‘ 

vie 

VIII 


© 
> 
© 
v 


ISS 


provi 


— 
5 


ri afon behavioral 


improvement in the wide range of social settings 


Available in 4 mg., 8 mg. and 16 mg. Tablets, Injection and Liquid Concentrate. For complete 
details, consult latest Schering literature available from your Schering Representative 
or Medical Services Department, Schering Corporation, Bloomfield, N. J. 
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in the aging patient 
‘Tofranil 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood.! 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.'3 
Under the influence of Tofranii, such symptoms as 
irascibility, hostility, apathy and compulsive weep- 
ing are often strikingly relieved with the result that 
life becomes easier both for the patient and those 
around him. 

Since the dosage requirements of elderly patients 
are lower than those of the non-geriatric patient, 
Tofranil is made available in a special low dosage 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Christe, P.: Schweiz. med. 
Wcehnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 


: 
10-657-61 


THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘screens out” 
certain side effects 
of tranquilizers, 
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“The value of the phenothiazines as tranquilizers has been established. [However] many 
distressing side effects have been reported with these drugs. ... Thioridazine [Mellaril] 
is as effective as the best available phenothiazine, but with appreciably less toxic 
effects than those demonstrated with other phenothiazines.” 


In Geriatrics “This is the third time the authors have evaluated a tranquilizer 
in a geriatric group. Our feeling is that Mellaril is superior to the other two, both 
of which were phenothiazine derivatives.”? 


Mellaril is indicated for varying degrees of agitation, apprehension, 
and anxiety in both ambulatory and hospitalized patients. 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic 
patients — 100 mg. t.i.d. 
Dosage must be individually adjusted until optimal response. Maximum 
recommended dosage: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 
25 mg., 50 mg., 100 mg. 
1. Ostfeld, A. M.: Scientific Academy of General San 


Francisco, April 6-9, 1959. Jud ah, , Murphree, "0. and Seager, L.: Am. J. 
Psychiat. '115:1118, June i959; 
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NEW 
half-strength 


capsules 


100 mg. meprobamate and 
12.5 mg. promazine hydrochloride 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 
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midrange emotional problems 


NEW HALF-STRENGTH DOSAGE 
FOR PATIENTS WHO BECOME DROWSY 


New half-strength Capsules facilitate dosage titration so that many patients who 
previously became drowsy on full dosages may benefit from therapy with half- 


strength dosages. 


FOR PATIENTS WITH MIDRANGE 
EMOTIONAL PROBLEMS 


Prozine aids in management of patients with moderate to moderately severe 
emotional problems resulting in andety expressed as: 


® somatic disorders such as headache, vertigo, nausea and vomiting, muscle 
spasm, insomnia 

@ secondary reactions to acute or ehroni¢ organic disease 

@ moderate to severe psychoneuroses 

® abnormal behavior in children, adolescents, and agitated senile patients 

@ mild psychoses 


YELLOW 


For further information on limitations, administration and pre- 
scribing of Prozine, see descriptive literature or current Direction 


Circular. 


Wyeth Laboratories Philadelphia 1, Pa. [es 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
Skeletal muscle 


relaxant ‘AN ECTI NE” 


Succinylcholine Chloride 


90 Seconds After Injection 180° Seconds After | 
* modified clonic phase ends + normal respiration returns 4 


approximately 3 minutes average 


Comments from the literature: 
method of choice.” 


relaxation Haves Nr Sem 19:1 an) 158 


+... recommend its use. 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


.. treatment of choice.” 


recove ry Micheel, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 


‘Dis. 126:535 (June) 1958. 


“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 


Complete literature available upon request. 


‘Anectine’® brand Succinylcholine Chloride 
Injection: 20 mg. in each ce., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the cec of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NoLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


-NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NOLUDAR 50 (50-mg tablets), 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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More suitable se dation for patients 
la many hospitals, barbi urates re bein replaced with Doriden. The 


ized, “hangover"” or “fo 
SUPPLIED Tablets, 0. 5Gm., 0. 25 


Now ‘ALSO AVAILABLE: Capsules, 0.5 Gm. For complete information about Doriden (including dosage, 
cautions, and side effects), see 1961 Physicians’ Desk Reference or write CIBA, Summit, N. J. ; 27000: 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


PROCESSES OF “SPONTANEOUS” RECOVERY FROM 
THE PSYCHONEUROSES * 


IAN STEVENSON, M.D.” 


INTRODUCTION 


Experiences useful in learning new be- 
havior may occur with or without other 
persons. If they occur with other persons, 
these may or may not be formal psycho- 
therapists. When patients recover by them- 
selves or with the help of persons other 
than trained psychotherapists we consider 
their recoveries “spontaneous.” 

Reports of instances of spontaneous re- 
coveries from the psychoneuroses have ap- 
peared from time to time in the literature of 
psychiatry and psychoanalysis(1, 2). Refer- 
ences to the subject in psychoanalytic writ- 
ings sometimes leave the impression that 
such recoveries occur rarely and that when 
they do, the recoveries are usually insub- 
stantial or transient(3). Recently several 
independent studies of untreated patients 
with psychoneurosis have shown that be- 
tween 40 and 60% of such patients recover 
within a few years of the first observations 
of their conditions( 4, 5, 6, 7). In these stud- 
ies, the investigators applied criteria of re- 
covery used for patients who have received 
psychotherapy and this leaves no grounds 
for supposing that the spontaneous recov- 
eries were spurious or any less stable than 
those brought about by treatment. Appar- 
ently the patients who recovered spontane- 
ously had experiences in their life situations 
which permitted them to unlearn maladap- 
tive behavior and learn new, more adaptive 
behavior. 

Several therapists have reported series of 
patients treated by methods which make 
deliberate use of the patient’s opportunities 
for learning with persons other than the 
therapist(8,9,10). The results with these 
methods seem fully as good as those with 
psychotherapies that emphasize the patient’s 


1 Read at the 116th annual meeting of the 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Department of Neurology and Psychiatry, Uni- 
versity of Virginia School of Medicine, Charlottes- 
ville, Va. 


experiences with the therapist. Morever, the 
results were achieved in a much smaller 
number of therapeutic hours, presumably 
because “practice” between therapeutic ses- 
sions reduced the time needed for instruc- 
tion just as it does in learning to dance, ski, 
or speak a foreign language. We cannot 
make final judgments of the merits of dif- 
ferent therapies without careful compari- 
sons of matched groups of patients treated 
by different methods. The comparisons 
mentioned, however, justify careful studies 
of the processes of spontaneous recovery. 
From investigations of such recoveries we 
may learn new ways of facilitating recovery 
from the psychoneuroses in those patients 
who come to us for treatment. 

For some years I have collected accounts 
of spontaneous recovery from mental ill- 
nesses or improvements in them. I have 
gathered these from a number of places, in- 
cluding patients, friends, and various pub- 
lished sources.* 

In considering changes brought by life 
experiences, I refer to changes in habitual 
behavior and attitudes, and not to changes 
only in feeling states. Thus the pleasant 
glow which might follow hearing that one 
had inherited a fortune is a change of feel- 
ing, not of values nor of behavioral re- 
sponses ; I believe that a person changes 
his personality only when the inheritance 
of a fortune comes to mean less (or more) 
to him than it did previously, i.e., when the 
same outward event produces in him a dif- 
ferent response. 

In making the distinction between changes 
in feelings only and in behavioral responses, 
I do not mean to say that a favorable turn 
in the patient’s life situation can only bring 
a change in feelings. Many of the cases I 
have collected show the value of changes 


31 am grateful to Drs. Jacob Weisler and S. A. 
Steiner for permission to mention cases observed 
by them and to Dr. Joseph Wolpe for helpful sug- 
gestions about the organization of case material 
and interpretations of the cases. 
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in a patient’s life which provide him with 
opportunities for learning new behavioral 
responses. For example, Abraham reported 
a complete reform in a man who had been 
all his life a cheat and impostor. The trans- 
formation. of this patient occurred after his 
marriage to an elderly widow who satisfied 
his needs for affection and attention which 
he had previously only gained by dishones- 
ty(1). Nor do I mean to devalue the im- 
portance of changes in feelings as helpful to 
recovery, but by themselves such changes in 
feelings make unreliable indicators of im- 
proved resistance to life stresses. 

Important changes in life situations often 
occur to patients undergoing psychotherapy. 
The psychotherapist then has an excellent 
chance to observe any subsequent changes 
in the patient’s behavior. The ongoing psy- 
chotherapy may sometimes make difficult 
the separation of effects on the patient's 
behavior derived from the psychotherapy 
and the effects derived from an apparently 
important life experience outside therapy. 
Among my examples I have included a 
few from patients in psychotherapy, but 
only when it seemed clear to me that a 
marked change in the patient’s behavior 
began after some important experience out- 
side the therapy, which experience the pa- 
tient himself or persons around him had 
initiated. 

I have grouped the examples below under 
headings which I consider convenient and 
not necessarily explanatory. Certainly over- 
lapping occurs and other interpretations 
may prove more valuable than those I have 
suggested. The examples have in common 
a marked change in the patient’s behavior 
brought about through his own activity or 
through experiences in his life outside psy- 
chotherapy, although not necessarily inde- 
pendent of it. 


EXAMPLES 


Desensitization through Recall, Verbal- 
ization, and Assimilation of Past Painful 
Experiences. Many experiences gain and 
lose their meaning for us by being brought 
into association with other significant ex- 
periences. An event evokes anxiety by re- 
minding us, not necessarily consciously, of 
earlier threatening events. But it may cease 
to make us anxious when we bring it into 


association with new or old experiences 
which have other non-anxious qualities. The 
processes of retroactive interference and as- 
similation, as Bartlett(11) called them, go 
on continually, They may proceed with little 
or no external aid, both consciously and 
unconsciously (12). 

John Stuart Mill described in his auto- 
biography(13) a severe depression from 
which he suffered when a young man. The 
depression occurred when Mill realized that 
his zeal for reform concealed his own in- 
terest in himself behind a pretense at im- 
proving the lives of others. Guilt, apathy 
and inertia followed this insight. Mill at- 
tributed his eventual recovery after 2 years 
of illness to the reading of Wordsworth’s 
poetry. He thought that the poems benefited 
him, first, by evoking in his mind memories 
of the happy country scenes of his child- 
hood, and secondly, by arousing once again 
strong emotions which in his depression he 
had ceased to feel. 

Fechner, the great 19th century physicist, 
psychologist, and philosopher, suffered from 
a severe depression with hypochondriasis 
from which he recovered at the end of 3 
years of almost total disability. His pupil 
Wundt attributed Fechner’s recovery to au- 
tosuggestion(14). The affirmations given in 
suggestions whether provided for the pa- 
tient or by himself, constitute new images 
(or the revival of old ones) that neutralize 
the effect of the dominant pathogenic 
images. For this reason I have placed Fech- 
ner’s recovery in the group with Mill’s and 
the examples which follow. 

The processes by which one event, in the 
present context a painful one, is brought 
into association with others which are less 
painful or less injurious to self-esteem, take 
place more quickly if the sufferer expresses 
the painful events in words to other sym- 
pathetic persons. Sophocles(15) knew this, 
and so did Shakespeare(16) and Tennyson 
(17). The relief experienced after confiding 
one’s distress in others has made this’ an 
almost universal mode of effective psycho- 
therapy. 

Janet, Breuer, and Freud discovered that 
much relief can occur when the patient re- 
calls and verbalizes not only experiences 
which he remembers but also those he has 
forgotten or repressed. Psychopathologists 
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still dispute whether such de-repression is a 
requirement of recovery from a psychoneu- 
rosis as Freud claimed. All agree, however, 
that this process often has value in facilitat- 
ing recovery. It may occur outside psycho- 
therapy as the following example shows. 


A 44-year-old woman (not a patient) told 
me the following story. From early childhood 
she had repeated nightmares in which she was 
frantically looking for someone and was ex- 
tremely frightened at not having found this 
person. After her marriage in her early thirties, 
these continuing nightmares kept her husband 
from sleeping. He finally asked her what she 
was dreaming. Upon hearing her description 
of them, he asked her if she had in fact ever 
been lost. My friend thereupon remembered 
that when she was 5 years old she had been 
lost in the bolt goods section of a department 
store. Being then small, she walked back and 
forth in the aisles, hidden by the bolts and 
herself unable to see above them. Eventually 
she was found. The nightmares began after 
this episode. After my friend recovered this 
memory, the nightmares abruptly ceased and 
had never returned in the 10 years following. 
No strong emotion accompanied the recall of 
the childhood experience, and the recall did 
not seem at the time particularly important. My 
friend did not expect that it would influence 
the occurrence of the nightmares and later 
noted with surprise that they had ceased. The 
sympathetic interest of her husband may have 
contributed to the cessation of the nightmares, 
because my friend not only recalled the episode 
of being lost, but told it to him. 


Desensitization through Association of 
Experiences which have Aroused Anxiety 
with New Pleasurable Experiences. An anx- 
iety-arousing (so-called traumatic) experi- 
ence may be brought into association with 
new experiences as well as with old experi- 
ences remembered and sometimes verbal- 
ized. If the patient becomes able to associate 
the traumatic experience with some new 
experience which gives pleasure or satisfac- 
tion, the previously painful situation loses 
its capacity to stimulate anxiety. An aware- 
ness of not having fled, i.e., of having “mas- 
tered” a stimulus for anxiety may accom- 
plish this as the following case suggests 
whom I treated with psychoanalysis for 
several years. 


A male medical student who had a great many 
symptoms of anxiety which a wide variety of 


situations stimulated was especially prone to 
anxiety when on display in front of groups of 
other people. Thus as a medical student he 
loathed to present his cases on ward rounds and 
went to great lengths to avoid this. By various 
means he was able, while a student, to escape 
from nearly all such situations. For example, 
when his turn came to present a case, he would 
absent himself or persuade another student to 
present his case for him. Although he made 
much progress during psychotherapy with 
other symptoms, he made none whatever in this 
matter. 

As the time for his graduation approached, 
he dreaded the prospect of internship in which 
situation he knew he would be less able to 
avoid the situations he feared. In June, he 
learned to his horror that he had been assigned 
first to ambulance duty. The prospect of having 
to go to the scenes of accidents and there ad- 
minister treatment to injured persons with a 
large crowd gathered around filled him with 
severe anxiety. He tried unsuccessfully to 
persuade a secretary to alter the assignments 
so that he would not have to take ambulance 
calls until later, or never. As July approached, 
his anxiety became greater and greater. But 
when the first day of internship actually ar- 
rived, he decided he had no alternative but to 
make the best of the situation, come what 
might. On his first ambulance call he had so 
much anxiety that he took large amounts of 
sedatives which he had prescribed for himself. 
Everything went well, however, and he felt less 
anxious when the next ambulance trip came up. 
At each occasion his anxiety became less and 
he correspondingly reduced his sedation. With- 
in 10 days he had dispensed entirely with 
sedatives and felt quite comfortable on am- 
bulance calls. Apparently from each of the 
first ambulance calls he derived a sense of 
accomplishment which he feared he could not 
achieve. The recollection of his “successes” 
made him increasingly confident and, cor- 
respondingly, decreasingly anxious as his ex- 
perience in ‘ 


Herzberg(8) exploited this feature of 
learning in assigning to his patients series 
of tasks of graded severity. The accomplish- 
ment of each task provided the patient with 
a sense of accomplishment or mastery which 
made easier his undertaking and accom- 
plishing the next task. Wolpe(9) has also 
shown that the gradual but persistent asso- 
ciation of pleasurable responses (e.g., sex- 
ual pleasure) with situations formerly evok- 
ing anxiety will eventually reduce and 
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abolish the capacity of these situations to 
evoke anxiety. 

Any strongly pleasurable activity or any 
response which contributes to the reservoirs 
of self-esteem in a person will tend to neu- 
tralize a “painful” experience and thereby 
reduce or abolish its capacity to evoke anx- 
iety. The following case illustrates this 
principle. 


A man who suffered from a severe claustro- 
phobia determined to overcome this fear and 
did so in the following manner. He deliberate- 
ly exposed himself to situations evoking his 
phobic reaction, e.g., trains, street cars, and 
elevators. Then he “confessed” his disability to 
a number of friends singly and in groups. He 
found relief in learning that many of them had 
had similar fears, and in the acceptance of him 
by others who had not. This reduced the shame 
he had felt with regard to his phobia and so 
increased his self-esteem and confidence. When 
he felt some initial reduction in his fears of 
confinement, he began a program of riding on 
street cars while reading which he had always 
enjoyed. Gradually he established an associa- 
tion between the pleasurable activity of read- 
ing and riding on street cars. This program led 
to a steady abatement of his anxiety which had 
completely disappeared within a year of his 
starting his treatment of himself. He had had 
no recurrence of anxiety in the 3 years follow- 
ing this before he made his report (18). 


Increased Supplies of Respect, Reassur- 
ance and Affection from Other Persons. 
Good fortune may come in the form of 
new persons and new experiences from 
which a patient may learn new responses. 
Boverman has reported in some detail the 
influence of a kindly ward attendant in fa- 
cilitating an ostensibly “spontaneous” re- 
covery in a psychotic patient(19). Wolberg 
has reported another example of the same 
kind of influence by an attendant(2). 


A young student was raised by an ill-tem- 
pered and shrewish mother, whose behavior so 
alienated the patient from women that he con- 
sidered himself at the time of entering therapy 
doomed to homosexuality. He had almost no 
social relationships with girls and they had 
never got beyond the slightest physical contact. 
He seemed to select girls who were as inhibited 
sexually as himself. Not long after he began 
treatment he moved from one boarding house 
to another. Soon afterwards, an attractive girl 


moved into the next room of the boarding 
house. They became acquainted and the friend- 
ship grew. They discovered that when they 
unlocked the connecting door between their 
rooms they could be together more often. The 
girl was outgoing and warmly affectionate. She 
was also experienced in the ways of sex and 
almost before the patient knew it, she had 
enticed him (or seduced him) so that he was 
soon enjoying sexual intercourse while entirely 
forgetting his fears of being a homosexual. 
They were eventually married. 


In this case, a girl sufficiently different 
from the patient’s mother and previous girls 
he had known provided pleasures sufficient- 
ly great to overcome his sexual inhibitions. 
By taking the initiative herself, she had 
largely compensated for his passivity. The 
mastery of his fears of sexuality brought 
the patient increased confidence which en- 
abled him to handle better other sources of 
his anxiety. 

The marked difference in capacity for af- 
fection between his girl friend and his 
mother may additionally have helped the 
patient to correct faulty generalizations 
about women which he had carried over 
from his experiences with his mother. Kolb 
and Montgomery(20) have reported an in- 
stance in which a patient’s apparently spon- 
taneous improvement coincided with his 
correcting his misperception of his therapist 
through having a different, more friendly, 
less formal exchange with him outside the 
standard therapeutic period. 

The awareness of affection, aid, confi- 
dence, and other factors usually described 
under the heading of “support” often seems 
to permit human beings to face anxiety- 
provoking situations which they would 
otherwise avoid. Wolpe(9) has described 
the overcoming by his small son of a fear 
of jumping from a 3-foot wall. The fear 
came on after the boy fell from the wall 
once, and it continued until his father per- 
suaded him to jump first while he held his 
hand and then merely looked on without 
holding the boy’s hand. After a dozen jumps 
the boy jumped from the wall fearlessly 
even if his father were not present. 

Situations of this kind often include sev- 
eral ingredients. In this case, the boy may 
have jumped again to please his father, also 
because his father held his hand. The desire 
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to preserve the affection and respect of new 
(or old) friends and acquaintances may ac- 
count for some instances of recovery which 
are referred to in the literature of psycho- 
analysis as “transference cures.” As children 
often attempt unpleasant tasks in order to 
please their parents, patients may undertake 
new behavioral responses to please other 
persons who may or may not be psycho- 
therapists. These new responses may then 
bring additional gratifications which serve 
to reinforce the new behavior after the origi- 
nal stimulating relationship has ceased. 
The cases of this group may resemble 
those of the last group in the process of im- 
provement. The friendly, supportive person 
may provide a new stimulus of pleasure 
with which the previous anxiety-producing 
stimuli become associated as a result of 
which the latter lose their capacity to arouse 
anxiety. I have, however, grouped them 
separately because of the possibility that the 
supportive person by his interest in the pa- 
tient exerts a generally beneficial influence 
through altering the patient’s “self-concept.” 
As the patient then begins to entertain dif- 
ferent thoughts about himself he becomes 
less sensitive to previously stressful events 
and better able to encounter them adaptive- 


ly 


‘Something of this kind seems to have oc- 
curred in the case of a depressed soldier 
during the Crimean War. 


The soldier had participated in the charge of 
the Light Brigade at the battle of Balaclava. 
Subsequently he had become depressed and 
this, the camp physician believed, prevented 
his rcovering from the effects of an injury he 
later received. An attempt to discuss with the 
apathetic soldier the charge in which he had 
participated elicited only monosyllabic replies. 
Tennyson’s poem on the charge was then read 
to him and immediately kindled an animated 
response. The patient “entered upon a spirited 
description of the fatal gallop between the 
guns’ mouths to and from that cannon crowded 
height.” Within a few days the patient had en- 
tirely recovered and was discharged from the 
hospital. The camp physician attributed his 
recovery to the effects of hearing Tennyson’s 


poem (21). 


More than two-thirds of the soldiers in 
this charge were killed. The survivors 


seemed to have experienced afterwards a 
state of shock to which several factors must 
have contributed. The experience seems to 
have had for the survivors a traumatic ef- 
fect not only in the physical sense but also 
psychologically(22). Guilt over the failure 
of the charge and the deaths of comrades 
entered into this. Tennyson’s poem dimin- 
ished emphasis on the folly and failure of 
the charge and placed it on the discipline 
and heroism of those who participated. Thus 
the reading of the poem to the depressed 
soldier may have altered radically his view 
of himself in relation to the charge and 
thereby restored his self-esteem. 

New Models of Behavior. Although men 
have known for centuries that children 
learn to speak through imitating adults, psy- 
chopathologists have only recently begun to 
emphasize the learning through imitation of 
other kinds of behavior, including abnormal 
behavior (23, 24, 25). Deprived of adequate 
models children may not learn what their 
more fortunate contemporaries learn ; but 
they may still catch up. Thus, in a long- 
term follow-up study of untreated shy and 
introverted children, Morris, et al.(26) 
found that the majority had “recovered” by 
or in adulthood and were leading normal 
lives. Many had lost their shyness and had 
become outgoing, apparently as a conse- 
quence of having married more gregarious 
wives. 


A patient of mine had lost her mother when 
she was 13. She had fallen under the rather 
tyrannical dominance of her father and had 
afterwards lacked close contact with mature 
women. As a consequence, she became stunted 
in the development of feminine qualities and 
failed in her early relations with men. At 29 
she had not married and sought therapy. Two 
years of treatment prepared her for an op- 
portunity which occurred outside the therapy. 
She joined the social club of a church and 
there found new models for feminine behavior 
among persons of her own age. A marked ac- 
celeration of her feminine development fol- 
lowed her joining this club and within a few 
months she was dating eligible men regularly. 
Shortly after this, she selected one as superior 
to the others, became engaged to him, and 
some months later married him. His mother 
proved an unusually kindly and sensitive per- 
son to whom the patient became warmly at- 
tached before and after her marriage. The pa- 
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tient’s mother-in-law seemed to assist further 
the patient’s feminine development by acting 
as another, if delayed, substitute for the pa- 
tient’s mother. 


New Situations Requiring Different Re- 
sponses. The loss of supportive persons 
through death, defection, or other kinds of 
separation, seems often to contribute. to 
recovery from the psychoneuroses. Many 
persons have experienced a marked accel- 
eration in their own maturation with the 
death of a parent which obliged them to 
live differently and more responsibly. The 
death of Freud’s father seems to have freed 
him from certain inhibitions affecting his 
work(27). Other, lesser separations such as 
going away to school, college, work, or the 
armed services, have facilitated maturation 
by requiring new and more independent 
behavior. Usually the changes so wrought 
occur gradually ; sometimes turning points 
seem clear, as in the following example. 


A medical student I treated had strong feel- 
ings of inferiority with severe anxiety regard- 
ing his capacity to perform medical procedures. 
He believed himself hopelessly lacking in the 
necessary manual skills. Between his third and 
fourth years he took an externship at a distant 
hospital and I did not see him for several 
months. When we met again he showed much 
less anxiety and exuded such unusual con- 
fidence that I questioned him carefully about 
what had happened. He said that the hospital 
had a very small staff and the administrators 
had given the externs responsibilities far be- 
yond those their training called for. Although 
initially frightened, the patient had undertaken 
all his assignments including the management 
of some serious emergencies. He especially re- 
called one occasion when a patient began to 
bleed profusely from an operative wound. In 
the absence of anyone more competent the 
extern was called to stop the bleeding. Upon 
first hearing of the hemorrhage he wanted to 
flee. Nevertheless, he had gone to the patient 
and eventually arrested the bleeding. This and 
other similar experiences, he thought, had 
greatly reduced his anxiety and increased his 
confidence. 


Sometimes exasperation or changed cir- 
cumstances modify the attitudes of those 
around a patient so that they come to ex- 
pect or even demand a different kind of 
behavior from the patient. Two rather dif- 


ferent examples of this have occurred in my 
collection of these cases. 


A friend told me that in the early years of 
his marriage when he and his wife quarreled, 
she would completely abandon the housekeep- 
ing and would stop preparing meals, making 
beds, and washing laundry. All this incon- 
venienced him greatly and he tried with many 
arguments to make her see that she should not 
neglect her responsibilities when angry since he 
continued to discharge his. As his persuasive ef- 
forts failed, he finally became sufficiently an- 
noyed to tell her that the next time she shut 
down her housekeeping, he would cut off her 
access to funds in their checking account at the 
bank. His wife now protested in her turn about 
this unfairness, as she believed it to be. Never- 
theless, this threat became a turning point in 
her behavior. With occasional mild relapses, 
she thereafter kept up her housekeeping even 
when angry with him. Her husband, on his 
side, finally realized that her neglect of house- 
keeping was, among other things, a protest at 
his failure to help her with its more burden- 
some aspects. He began to assist her more so 
that housekeeping became less of a chore for 
her. This couple thus achieved a kind of thera- 
pie a deux. 


A different kind of expectation occurred 
in the case of the son of one of my patients, 
who told me the following story. 


At the age of 22, the son experienced a severe 
depressive reaction, which seems to have been 
precipitated by the induction of his brother 
into the armed services during the second 
world war. He, himself, had wanted very 
much to go into the armed services but could 
not do so because he was assigned to essential 
work in an aircraft factory. He became pre- 
occupied by thoughts of inadequacy and in- 
feriority in relation to his brother, and these 
developed into a severe depression. Following 
the onset of the illness, he spent about 3 of the 
next 6 months in a hospital receiving psychi- 
atric treatment. The rest of the time he received 
treatment as an outpatient. At the end of 6 
months, however, his condition had not im- 
proved ; he continued quite depressed and 
withdrawn. At this time his father decided to 
bring him home, apparently with the con- 
currence of the patient’s psychiatrist. The son 
returned home and his father intended to give 
him a position in his flour mill. He had realized 
that his son could not, in his mental condition, 
handle a responsible job and so had planned to 
give him some relatively minor position, al- 
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most a sinecure. The son had been home only 
a few days when his father took him on an 
automobile trip to attend to some business 
matter. The son, still very depressed, had ap- 
parently gone along only for the ride with his 
father. On the trip an accident occurred which 
rather severely injured the father’s right hand. 
He was also knocked unconscious for a brief 
time, but the son was not injured at all. The 
disability of the patient’s father obliged him to 
ask the patient to do various things for him 
which he had not intended to assign to him. 
Among other things he had to ask his son to 
sign checks and letters since he could not use 
his right hand. Within a few days the patient’s 
depression began to lift and cleared entirely 
shortly afterwards. The son took up eagerly the 
responsibilities put on him by his father. 


The father, in telling me the story, said 
that in his opinion his son’s recovery was 
due to his getting a sense of being needed 
by his father when the father became in- 
jured. Previously, the son had been given 
a job more or less out of charity by the 
father. After the father’s accident the father 
needed the son to help him because he 
could not do various things himself with his 
disabled hand. The son responded to this 
need which counteracted his sense of being 
useless when his brother had gone into the 
armed forces. No relapse had occurred in 
the 15 years following this recovery. 

Wolberg briefly reported a similar in- 
stance of spontaneous recovery when a pa- 
tient was asked to care for other patients 
with a consequent rise in her self-esteem 
(2). 
Shifts in Motivations Brought About by 
Fear, Shame, or Desperation. Sometimes a 
progressively destructive course of behavior 
may be arrested by some event which 
shocks the patient into an awareness of the 
harm he does to himself and others. 


A woman who had been drinking alcohol 
excessively for at least 6 years required a gall- 
bladder operation. Her husband, who was a 
physician, conspired with the surgeon to inform 
the patient after the operation that the surgeon 
had discovered in her liver the signs of early 
cirrhosis. The fear aroused by this fiction 
shocked the patient into complete abstinence 
which continued for the following 7 years, that 
is, to the time I heard the account. 

Another alcoholic patient fractured his leg 
during a brawl when drunk. The leg healed 
slowly and kept him disabled for almost a year. 


He thereafter remained a teetotaller for at least 
10 years during which time he was followed 
by his physician. 

A patient developed a phobia of buses so 
that he was obliged to walk to work. This 
phobia had arisen through a chain of associa- 
tions from anxiety stimulated by the patient’s 
wife. The patient did not tell his wife that he 
had become afraid of buses because he greatly 
feared her derisive laughter. He gradually be- 
came less afraid of his wife and more assertive 
with her, but persisted in his fear of buses. One 
day he was in the shopping district of his city 
with his wife when it was most convenient for 
them to return home on a bus. Rather than ex- 
pose his phobia to his wife, the patient got 
into the bus with her and went home. There- 
after his fear of buses rapidly diminished and 
soon disappeared altogether. 


CONCLUSIONS 


The foregoing examples by no means ex- 
haust the possibilities with regard to spon- 
taneous recovery from the psychoneuroses. 
They may suffice, however, to show the 
existence of many opportunities for patients 
to have experiences apart from psycho- 
therapy which can stimulate or facilitate 
new behavioral responses necessary for re- 
covery. 

Two implications from the study of such 
cases emerge. First, any satisfactory theory 
of the processes which enter into the origin 
of psychoneuroses and recovery from them 
must be capable of accounting for instances 
of spontaneous recovery. For example, it 
can no longer be maintained that de-repres- 
sion of past painful experiences is a require- 
ment of recovery, although this may under 
certain circumstances contribute to it. Nor 
can spontaneous recoveries be generally at- 
tributed only to the operations of sugges- 
tions from other persons, an interpretation 
which seems often to be implied in the use 
of the concept of “transference cure.” 

Secondly, these cases seem to establish 
further the value of life situations outside 
the therapist’s office for experiences valua- 
ble in unlearning maladaptive behavior and 
learning new behavioral responses. This 
value justifies a careful study of them by 
therapists and encouragement by them of 
their appropriate exploitation as a means of 
accelerating recoveries from the psycho- 
neuroses. 
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SUMMARY 


1. Several independent studies of un- 
treated psychoneurotic patients have shown 
that between 40 and 60% of such patients 
recover within a few years of the first ob- 
servations of their conditions. Treated and 
untreated patients probably recover through 
the same processes which include and re- 
quire the learning of new behavioral re- 
sponses. We have some evidence that treat- 
ment which emphasizes the practice by the 
patient of new behavioral responses in 
periods between his therapeutic sessions 
will shorten the number of interviews re- 
quired and possibly the total duration of 
the illness. 

2. Examples are given from some 20 
cases of spontaneous improvements or re- 
coveries derived from observations or re- 
ports of patients, experiences of other 
persons, or published accounts of such re- 
coveries. 

3. The following circumstances or proc- 
esses seem to facilitate recovery from psy- 
choneuroses: (a) desensitization through 
recall, verbalization and assimilation of past 
painful experiences; (b) desensitization 
through association of painful experiences 
with new pleasurable experiences ; (c) in- 
creased supplies of respect, reassurance, and 
affection ; (d) entry into the patient’s life 
of new models of behavior ; (e) occurrence 
in the patient’s life of new situations requir- 
ing different behavioral responses; (f) 
shifts in motivation brought about by fear, 
shame, or desperation. 

4. Further study of so-called spontaneous 
recoveries from mental illnesses may teach 
us much more about experiences which 
prove valuable to patients. From this we 
may learn more about what we need to do 
to assist patients to recover more rapidly 
than they would without psychotherapy. 
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CERTAIN SOCIOCULTURAL AND ECONOMIC FACTORS 
INFLUENCING UTILIZATION OF STATE INSTITUTIONAL 
FACILITES IN INDIANA * 


JOHN I. NURNBERGER, M.D., M. ZUCKERMAN, Pu.D., J. A. NORTON, Pu.D., 
AND H. M. BRITTAIN 2 


INTRODUCTION 


This study is preliminary to a long-range 
investigative program concerning the fol- 
lowing hypotheses : The process of identify- 
ing an individual as a psychiatric patient 
requiring institutional care is a function of 
social, cultural and economic factors in his 
environment. An individual from a cultural- 
ly sophisticated and socioeconomically sta- 
ble environment will be identified as a 
“patient” more probably because of inner 
distress and its socially eccentric manifesta- 
tions. One from a less sophisticated milieu 
at the opposite socioeconomic extreme will 
be identified as a “patient” more probably 
because of behavior aggressively directed 
toward his environment. Another more 
familiar way of stating this hypothesis is 
that the environmental tolerance for and 
interpretation of individual behavior is 
closely correlated with those factors which 
influence or determine attitudes toward 
mental and emotional disturbance. 

The State of Indiana is favorable for test- 
ing such hypotheses. The range of relevant 
social, cultural and economic variables is 
broad. In order to lay the groundwork for 
testing these and related propositions, a 
systematic description of Indiana’s counties 
was developed. In the present report, certain 
county characteristics will be described as 
well as the patterns of their relationships 
within the state. It is the secondary purpose 
of this study to report certain relationships 
between these factors and annual admission 
rates to the state mental institutions. 

Albee(1) has recently reviewed data for 
the United States at large which reveal no 
significant correlation between average first 
admission rates to state institutions and the 


1 Read at the 116th annual meeting of the 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 From the Institute of Psychiatric Research and 
the Department of Psychiatry, Indiana University 
Medical Center, Indianapolis, Ind. 


urbanization rankings of the states involved. 
His extremes include the 10 most highly 
and least highly urbanized states in the 
U. S. A. This national study points up a 
clear and direct correlation between state 
urbanization and per capita income on the 
one hand, and median years of schooling 
completed on the other. Locke and associ- 
ates(11) conducted a study, not only of 
average annual first admission rates for all 
diagnostic categories, but also for those 
diagnosed as schizophrenic. This study of 
the Ohio State hospital system was for a 
recent 4% year span. Data were analyzed 
along 2 major dimensions: metropolitan- 
nonmetropolitan, and high-low rates of hos- 
pital usage. These axes are partially re- 
flected in the zonal analyses of state hospital 
admission rates. Carstairs and Brown(2) 
studied differential utilization of commu- 
nity psychiatric facilities shared equally by 
2 contiguous regions in Wales, one a popula- 
tion-dense mining community, and the other 
a rural-agricultural community. The advan- 
tage of studying the impact of social and 
economic variables in instances where the 
available resources for psychiatric care are 
equally shared by differing regions is ob- 
vious. The relative isolation and legal pro- 
visions for admission within several state 
institution zones in Indiana made possible 
such a limited analysis with the present 
data. 

There appears to be an inverse relation- 
ship between the number and range of 
pertinent descriptive variables selected and 
the cogency of meaningful inferences to be 
drawn concerning their selective contribu- 
tion to institutional usage. Clausen(3) has 
emphasized that the number of significant, 
or near-significant, correlations between so- 
cial, economic, educational and other local 
variables with hospital admission rates is 
very great indeed, but that our understand- 
ing of psychiatric disorders at this level is 
little enhanced by such data. He has stated 
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that it is not currently possible to specify 
clearly the relationship of prevalence of 
psychotic disturbances with any specific as- 
pect of the environment along such social 
dimensions. He also expresses the opinion 
that the interpretations of statistical correla- 
tions are often made on a post hoc basis and 
yet presented as virtually self-evident. It is 
generally held that conclusions concerning 
the social determinants of serious emotional 
disorders can rarely, if ever, be drawn on 
the basis of any type of admission rate statis- 
tic. Such a tendency often intrudes in the 
most critically reported studies(13, 11, 2), 
but it militates against the objective inter- 
pretation of social factors. On another level, 
there is strong temptation for the worker in 
this area to infer generalization for one or 
another social or cultural determinant of 
disturbed behavior, while he stresses, para- 
doxically, the specifying conditions for its 
expression. The present study supports the 
conclusion that a relatively unique environ- 
ment is required for the optimal expression 
of the social, cultural, or economic factors 
selected as variables influencing institutional 
usage or availability. 


MATERIAL AND METHODS 


The bulk of information used to cate- 
gorize the various counties was derived from 
“Statistical Abstract of Indiana Counties” 
published by the Indiana State Chamber of 
Commerce, June, 1954. The following spe- 
cific variables collected there were from the 
1950 U.S. Census of Population : population 
density, percent urban population, occupa- 
tion of employed workers, and school en- 
rollment percentages by age groups. In- 
formation on average wage, which was in- 
corporated in the economic index for each 
county, was obtained from official informa- 
tion releases published by the Indiana De- 
partment of State Revenue as of 1949. Data 
on farm operators, farm acreage and value, 
also included in economic index calcula- 
tions, were obtained from the United States 
Census of Agriculture, 1950 (Counties and 
State economic areas, Indiana). Change in 
acreage value of farm property during the 
period 1950-1954 is reported in the 1954 
Census of Agriculture of the U. S. Depart- 
ment of Commerce, Bureau of the Census, 
Washington (1956). Data on population 


mobility in the period 1950 to 1956 were 
calculated from the Indiana State Board of 
Health, Division of Statistical Research, 
1956, Population Release No. 3 (March 1, 
1957). All calculated estimates of change 
were corrected for natural causes, that is, 
births minus deaths, for each county. The 
1956 estimate of population from the same 
source was used as the population base for 
calculating annual admission rates for the 
period 1956-1957 and 1957-1958, while simi- 
lar data from the 1958 population release 
were used as the base for calculating annual 
admission rates during the year 1958-1959. 
All data on admissions to Indiana state 
institutions were obtained from the Office 
of Statistical Research, the Indiana Division 
of Mental Health for each of the 3 years 
from June 30, 1956, to June 30, 1959. The 
annual admission rates referred to in this 
study include all’ admissions except for 
transfers between institutions. A certain per- 
centage, therefore, represents readmissions 
during or between annual periods. 

The selection of the school enrollment 
factor deserves special comment. In certain 
studies which survey social factors, the con- 
ventional statistic is median school years 
completed by persons 25 years of age or 
older. There are certain major limitations 
implicit in this statistic. The distribution is 
not sufficiently specified, and perhaps more 
importantly, the age of completion of school- 
ing is neither indicated nor inferred. In clin- 
ical evaluation and prognosis, a much more 
useful indicator in our experience has been 
the school-enrollment status at age 16 to 17 
years. Indiana state law requires all resi- 
dents to continue formal schooling to the 
age of 16. County enrollment percentages 
show widest variations in this age interval. 
Moreover, since Indiana has many smali 
colleges and at least 3 major universities, 
this variable successfully isolates artificial 
and discontinuous increments in school en- 
rollment reflected in the age group 18 years 
and above. Actual percentage still enrolled 
in school in the age range 16 to 17 varied 
from 22.8% to 93.3% in the extremes counties. 

The economic index calculated for each 
county was derived from 5 separate occupa- 
tional, income, and farm value categories. 
The occupational categories included a high 
and a low status group. The high status 
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group was composed of professional, special 
technical, nonfarm managerial, and pro- 
prietor personnel. In the state at large, ap- 
proximately 15% of all employed personnel, 
14 years of age or older, were in this group 
(Group I). Group III included all those 14 
years of age or older employed in domestic 
or other services, unpaid farm laborers, em- 
ployed farm laborers, and other types of day 
laborers. In the state at large, approximately 
20% of all employed were engaged in these 
occupational activities. The formula for 
calculating the economic index is as fol- 
lows : 


cupation, but also to wage and farm proper- 
ty evaluation. No attempt was made to 
weight the separate elements in this ex- 
pression. Approximately equal emphasis 
was placed on occupational status and farm 
evaluation because Indiana is not only an 
active industrial center, but also, a rich and 
important farm state. The economic index 
for a county which very closely follows the 
over-all state trend will be approximately 
5.0 while a relatively more prosperous coun- 
ty with high percentage in occupational 
status I and/or richer farming land will have 
an economic index less than 5. A county at 


Economic index = 1 


+ ILI (Total number) x 5 


{ (Total number ) x 6.5 


Total employed 


Total employed 


+ 3000 + 
Average wage 


( Total Farm Owners + Part Owners ) x 10 
Average value of land and buildings/farm 


1.43 


Average value farm land and buildings/acre (1954) 


Average value farm land and buildings/acre (1950) 


The value 1.43 is the ratio of average 
values for farm land and buildings per acre 
for the state as a whole and for the years 
indicated. 

Inspection of each component in this 5 
factor sum reveals the single process of 
derivation. Thus, for the fxctor involving 
occupational Group I employed, that county 
which has the same proportion employed 
in this group as in the state as a whole, re- 
ceives a numerical value of 1. If the propor- 
tion so employed is below the average for 
the state, the numerical value of the factor 
will be greater than 1, while it will be less 
than 1 in a county with greater than average 
representation in this occupational group. 
The factor dealing with the fraction em- 
ployed in occupational status Group III is 
larger than 1 if the total so employed in this 
group for the individual county is greater 
than in the state as a whole, the value being 
less than 1 if the fraction is less than in the 
state as a whole. The remaining 3 factors are 
so arranged to be entirely consistent with 
the first 2. It will be noted that the economic 
index includes not only data relevant to oc- 


the opposite end of the economic scale will 
have an index value higher than 5.0. The 
actual numerical value ranged from 4.29 in 
the most prosperous county to 8.68 in the 
least prosperous county with an actual mean 
of 5.50. The index figure has only relative 
ranking value and was used only for this 
purpose. 

In preparing the descriptive items for 
statistical treatment, each of the 92 counties 
was rank-ordered along a number of dimen- 
sions. For the data of Table 1, rank-order- 
ings were on the basis of population density 
per square mile, estimated population shift 
from 1950 to 1956, etc. For each variable, 
the counties were systematically ranked 
with the lowest ranking assigned to the 
lowest actual value for the variable. For ex- 
ample, the 92 counties were ranked from 
No. 1 (lowest population density per square 
mile) to No. 92 (highest population density 
per square mile). Along the dimension, esti- 
mated population shift from 1950 to 1956, 
the county ranked 1 showed the greatest 
net loss in population during the 6-year 
period, while the county ranked 92 showed 
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the greatest net increase in population for 
the same period. Similarly, as in Table 3, 
all counties were rank-ordered along the 
economic index axis from No. 1 (highest 
numerical value of the economic index) to 
No. 92 (lowest economic index). 

In order to test for clustering of indivi- 
dual variables, Spearman Rank-Order Cor- 
relations were calculated for the 6 variables 
in Table 1, and the level of significance of 
intercorrelations justified the establishment 
of one combined urbanization variable and 
of 2 other unitary variables. In calculating 
significance of differences between means 
of Table 2, a conventional “t” test was ap- 
plied. 

For the data of Table 3, Spearman Rank- 
Order Correlations were- calculated for 
within-zone variables with a conventional 
“t” test of significance for correlations used. 
A special technique for pooling rank-order 
correlations across zones with tests of cor- 
relation significance calculated as ordinary 
product moment correlation coefficients, and 
with degrees of freedom appropriate to the 
pooling, was applied. 


OBSERVATIONS AND DATA 


The 92 counties of the state were each 
described in terms of their rank order along 
the axes of population density per square 
mile, estimated population shift in the 
6-year period 1950 to 1956, percent of popu- 
lation in urban areas, percentage of total 
employed in agriculture and manufacturing 
occupations, and the percentage in age 
group 16-17 years still enrolled in school. 
To explore homogeneous clusters of these 
variables, Spearman Rank-Order Correla- 
tions were calculated. These are summarized 
in Table 1. An inspection of this table re- 
veals high level correlation between popula- 


tion density per square mile, percent of pop- 
ulation in urban areas, and percent of total 
employed in agricultural occupations. There 
is a somewhat lower level correlation of 
these 3 factors with the percent employed 
in manufacturing. Because these 4 factors 
appeared to form a crude correlation cluster, 
the individual rank-orders for each element 
were added, and the mean rank-order for 
the 4 variables was used as the measure of 
mean urbanization rank. The urbanization 
variable referred to in Figure I and in Ta- 
bles 2 and 3 is, therefore, a combined factor. 
Estimated population shift during the inter- 
val 1950 to 1956 correlated significantly with 
all the urbanization factors, but at a consist- 
ently and significantly lower level, 0.3. This 
factor was, therefore, treated as a separate 
descriptive variable in subsequent analysis. 

It is interesting to note that there was no 
correlation between the variable, percentage 
still enrolled in school aged 16-17, and any 
other variable noted. This absence of cor- 
relation was not anticipated, but, because of 
it, the school enrollment factor was treated 
as a separate social variable. 

The economic index factor was not in- 
troduced into the correlation matrix of Table 
1. Because this economic factor was a com- 
plex empirical composite, it was thought 
wise to treat it as a separate factor. 

The 18 counties at each ranking extreme 
for urbanization, population mobility, per- 
cent still enrolled in school, and economic 
index, are plotted on a county map repro- 
duced in Figure I. It will be noted that the 
18 most highly urbanized counties are dis- 
tributed without pattern throughout the 
state. A cluster of highest-urbanization 
counties is seen in the northern (top) 
end of the state adjacent to the Gary- 


TABLE 1 
Spearman Rank-Order Correlations of Certain Characteristics : $2 Indiana Counties 


POP. DENS. 
PER SQ. Mi. 


EST. POP. SHIFT 
1950-1956 


% % % 
URBAN AGRIC. MANU. 


Pop. Dens. per Sq. Mi. 344 
Est. Pop. Shift 1950-1956 

% Urban 

% Agric. 

% Manu. 

% 16-17 Enrolled 


925 ~.886 693 
281 —.294 
~ 844 
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Hammond-Chicago steel mill region. An- 
other loosely associated group extends 
across the central portion of the state follow- 
ing the historically important transconti- 
nental trade route, and generally centered 


most highly urbanized county. Two highly 
urbanized counties are distributed along 
the commercial Ohio River course in the 
extreme southern portion of the state. 

A cluster of least highly urbanized agri- 


cultural counties is noted in the extreme 
northwestern portion of the state in the 


on the capital county of the state (Marion 
County), which, incidentally, is the third 


FIGURE | 
Distribution of Those Indiana Counties Ranked at the Extremes (18 Highest and 


Urbanization : Highest 18-diagonal lined 
Lowest 18-stippled 
Economic index: Highest 18-Circled H (Lowest numerical values) 

Lowest 18-Circled L (Highest numerical values) 
Population mobility: Highest 18 (greatest net population gain)-H (at left of 
two-letter sequence) 
Lowest 18 (greatest net population loss)-L (at left of 
two-letter sequence) 
Highest 18 (highest % of those aged 16-17 years still 
enrolled)-H (at right of two-letter sequence) 
Lowest 18 (lowest % of those aged 16-17 years still 
enrolled)-L (at right of two-letter sequence) 


School enrollment : 


: 
18 Lowest Rank-Ordered) for the Following Variables : 

<M = G 
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heart of the state’s richest agricultural area. 
The remainder of the counties ranked at 
the lowest extreme in urbanization are dis- 
tributed irregularly through the central and 
southern portions of the state with a con- 
siderable number bordering the Ohio River. 

There is a noteworthy geographical local- 
ization of the counties ranked at the ex- 
tremes for population mobility. The majority 
of the 18 counties showing greatest net 
increase in population, that is, positive mo- 
bility, are in the central region of the state 
adjacent to Marion County. These counties 
had a net population increase ranging from 
5% to 20%. In contrast, the majority of the 18 
counties extreme for net population loss are 
along the perimeter of the state. 

The geographical discrimination of the 
counties ranked at the extremes for school 
enrollment is quite clear-cut. Of the 18 
counties ranked highest in school enroll- 
ment, all except 2 are in the northern half 
of the state. Fifteen of the 18 counties 
ranked lowest in school enrollment are in 
the southern half. 

The north-south differential is even more 
conspicuous for counties by economic in- 
dex ranking. All 18 counties ranked lowest 
in economic index are southern counties. 
Only 3 counties ranked highest in economic 
index are southern counties, the remainder 
being either junction or northern counties. 

Inferences concerning the availability and 
utilization of state institutional facilities 
were drawn from statistics on mean annual 


state rates for the years 1956-1957 through 


1958-1959. Annual admission rates for this 
3-year period were averaged. No corrections 
were applied to transform these into stand- 
ardized rates, nor were corrections for local 
variations in age or sex distributions within 
the relevant populations attempted. The in- 
stitutions involved, to which data reviewed 
in Table 2 apply, include 7 state mental 
hospitals, one of which is a small, acute 
treatment and diagnostic center serving the 
entire state, and another, a state hospital 
serving only Marion County. The remain- 
ing 5 mental institutions are distributed 
around the periphery of the state. Each 
serves from 13 to 25 contiguous counties 
(Table 3). The remaining institutions in- 
clude a small centrally located state facility 
for alcoholic patients, a northern and a 
southern state school for the mentally re- 
tarded, and one centrally located hospital for 
those with convulsive disorders. Patients in 
these institutions range from infancy to old 
age. Admissions were not subdivided by 
diagnostic categories. Therefore, age, sex, or 
standard population corrections were nei- 
ther feasible nor indicated. Such corrections 
(8) have not infrequently been used in re- 
porting admission data(5, 6), and in special 
circumstances, they are justified and even 
necessary. Diagnostic categorical subdi- 
visions were considered unimportant to this 
study and notoriously unreliable. Gregory 
(5) has summarized the lack of consensus 
on diagnostic categorizations for such a 
major category as schizophrenic disorders, 
which makes for confusion in the interpreta- 
tion of such data. 


TABLE 2 
Mean Annual (1956-1959) State Hospital Admission Rates for the 18 Counties Ranked Highest (H) and 
Lowest (L) in Selected Socioeconomic Categories 


CATEGORY HIGHEST 18 


MEAN ANNUAL ADMISSION RATE 
(MEAN ADMISSION/10° POPULATION) 


SIGNIFICANCE 
OF DIFFERENCE 
OF MEANS 


LOWEST 18 


1. Urbanization 
2. Population Mobility 
3. School Enrollment 


99.0 
93.0 
84.0 


(a) Mean Economic Index 
of Counties under 3 
(See Text) 


103.0 ns. 
93.0 ns. 
107.0 Difference 
significant at 
<.01 level 


Difference 
significant at 
<.01 leve! 
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Two types of analyses were carried out. 
In one, the impact of extremes in socio- 
economic and cultural variables on the utili- 
zation of available facilities was evaluated, 
assuming that local or zonal characteristics 
influencing case identification and admis- 
sion were approximately homogeneous. 
Mean annual state institutional admission 
rates for the 18 counties ranked highest and 
lowest in selected categories are recorded 
in Table 2. For the 18 counties ranked high- 
est and lowest in level of urbanization, the 
mean annual admission rates were virtually 
identical during this 3-year period. The 
population pool provided by the 18 counties 
ranked highest in urbanization was 2,660,000 
in contrast with a pool 10 times smaller, i.e., 
256,000 provided by the 18 least urbanized 
counties, There was likewise no significant 
difference in mean annual admission rates 
for those 18 counties ranked most positively 
mobile (with the highest positive influx of 
population ) as contrasted with the 18 show- 
ing greatest net population loss. Since these 
extremes both reflect approximately equal 
but oppositely directed mobility, a critical 
analysis of the interaction of this factor with 
state hospital utilization is not possible (see 
Table 3 for a selective analysis ). Among the 
18 counties ranked highest in school en- 
rollment, the mean annual admission rate 
is significantly lower than for the 18 coun- 
ties ranked lowest in this variable. The 
mean economic index of the counties ranked 
highest in school enrollment was significant- 


ly lower (higher economic status) than in 
the 18 counties ranked lowest in school en- 
rollment. 

At this juncture in the analysis it was pro- 
posed that the suggested differential utiliza- 
tion and/or availability of state hospital 
facilities on an educational-economic basis 
might be a zonal or geographic characteris- 
tic. Indeed, as already noted, the majority 
of high school-enrollment counties are in the 
northern half of the state and the majority of 
lowest school-enrollment counties are in the 
southern half. 

To clarify the possible independent influ- 
ence of the geographic factor, a separate 
analysis of mean annual admission rates for 
the 5 mental hospitals of the state serving a 
total of 91 counties was separately evalu- 
ated. These data are reviewed in Table 3. 

Indiana state law requires that a person 
identified and accepted as a candidate for 
state hospital admission be admitted first to 
the state hospital serving his county. In rare 
instances, exceptions to this rule occur for 
Evansville, Madison, and Richmond. These 
3 institutions accounted for approximately 
31% of all state admissions during the 3-year 
period under consideration. The total ad- 
missions to the 5 institutions under con- 
sideration was 9,465, or 74% of all state in- 
stitutional admissions. In the 3 state mental 
institutions referred to above, out-of-zone 
admissions ranged from .35% to 1.1% of all 
admissions during the period. It is evident, 


TABLE 3 
Spearman Rank-Order Correlations Between Mean Annual (1956-1959) State Hospital Admission Rates and 
Selected Socioeconomic County Variables : Within East State Hospital Zone and Pooled-Across Zones 
(See Text) 


a 
(NUMBER OF 


ZONE COUNTIES) 


POPULATION 
MOBILITY 
VARIABLE 


A. WITHIN ZONE 
L (Logansport) 21 
E (Evansville) 15 
B (Beatty) 17 
M (Madison) 25 
R (Richmond) 13 


B. POOLED-ACROSS 
ZONES 91 


—.48* 
14 
.08 

-.34* 
18 


~.24* 


* P< .05. 
** O1. 
*** PS.001. 
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therefore, that only rarely are exceptions 
made to the state admission law in these 
institutions. Out-of-zone admissions are 
somewhat more common to Beatty Hospital 
which maintains a maximum security divi- 
sion for the entire state. During the 3-year 
period under consideration, approximately 
9% of all admissions to this hospital were 
from out-of-zone counties. The Logansport 
State Hospital maintains an extensive treat- 
ment service for those with problems related 
to alcoholism, and 21% of admissions to this 
hospital were from out-of-zone counties. 

In the within-zone analyses of Table 3, 
one outstanding characteristic is that the 
interaction of the various social and eco- 
nomic factor rankings with institutional ad- 
mission rates is patterned in a relatively 
unique way for each state hospital zone. 
Consider the significant or possibly signifi- 
cant correlations first. In Zone L, for ex- 
ample, population mobility is inversely cor- 
related with mean admission rate. This is 
true also of Zone M. The trend is not con- 
stantly maintained for Zones R, E, and B, 
and, in fact, is in the opposite direction 
though not at a level approaching signifi- 
cance. In the pooled, across-zones analysis, 
this factor appears to be a significant vari- 
able at the 5% level, and might, thus, suggest 
a general state trend. However, the wi 
zone analysis would suggest that the speciic 
expression of this social factor is intimately 
dependent upon other regional variables. 
The same conclusion is justified with respect 
to urbanization. In Zone R, there is a sig- 
nificant positive correlation between mean 
admission rates and urbanization ranking, 
which trend is reflected in Zones L and E, 
but not in Zones M and B. The school en- 
rollment rank-order is significantly and in- 
versely correlated with mean hospital ad- 
mission rate in Zone M, reflecting a similar 
over-all trend across zones. This trend is 
likewise confirmed by the extremes analysis 
of the impact of this factor summarized in 
Table 2. Even here, however, the variable 
expression of this factor is more clearly re- 
vealed when analyzed on a zonal basis. It 
would appear to be a variable of little or 
no importance in Zone B, for example, al- 
though the trend is generally confirmed in 
Zones R, L, and E. 

An inspection of the data of Table 3 indi- 


cates that the combined rank-order correla- 
tion patterns are individualized for each 
of the within-zone analyses. These patterns 
lend some support to the conclusion that the 
interaction and significance of such factors 
as related to the identification and accept- 
ance of an individual as institutionalized pa- 
tient vary widely with other local circum- 
stances. Some of these patterns are, of 
course, simply chance fluctuations of the 
correlation statistic. 


DIscussION 


The data reported here could not be in- 
terpreted as reflecting the incidence or prev- 
alence of any disorder justifying institution- 
al management in the areas noted. Only a 
systematic sampling of representative popu- 
lations, as, for example, that conducted by 
Cole and associates(4), could provide use- 
ful information on prevalence. Moreover, 
even with regard to those identified as pa- 
tients in treatment, these data concern a 
limited sample of the total. Data on the total 
number of psychiatric patients in treatment 
are few. Hollingshead and Redlich(9) re- 
ported, for example, that 68% of those per- 
sons identified as under psychiatric treat- 
ment from the greater New Haven area 
were under such treatment in state institu- 
tions during the 6-month period of their 
study. One could quite safely infer from 
the relative distribution of treatment facil- 
ities available to the greater New Haven 
area, as compared with those available in 
the State of Indiana, that the relative per- 
centage of the total under treatment ac- 
counted for by state institutionalized pa- 
tients in Indiana would be unquestionably 
higher than 68%, but how much higher can- 
not presently be estimated. 

Inferences concerning morbidity inci- 
dence from admission data would presume 
immeasurably more information than these 
data provide. Most workers(3, 11, 5, 6, 7, 
10, 12) are thoroughly cognizant of this 
problem, and the matter requires no re- 
evaluation. It is becoming increasingly clear, 
moreover, that information concerning inter- 
action of whatever social variables with ad- 
mission rates, even in carefully circum- 
scribed communities(7, 14), should ve gen- 
eralized only with great conservatism. It is 
worth noting that Locke and associates(11 ) 
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report a negative correlation between mean 
institutional admission rate and mean re- 
gional educational achievement for all diag- 
nostic categories in their study of Ohio State 
mental hospitals. The present study would 
seem quite clearly to confirm this general 
conclusion. Nonetheless, the variable ex- 
pression of the school enrollment factor on 
a zonal basis suggests that local circum- 
stances may either enhance, reduce, or even 
neutralize the independent impact of this 
factor. 


SUMMARY AND CONCLUSIONS 


Indiana’s 92 counties have been described 
in terms of certain social, cultural and eco- 
nomic variables. 

1. Spearman Rank-Ordered Correlations 
of 6 of these variables justified the inclusion 
of 4 unit variables under a single composite 
category called the urbanization factor. 

2. Net population change during the peri- 
od 1950-1956 was isolated as a distinct vari- 
able which correlated at a low but consistent 
level with urbanization. No significant cor- 
relation was noted between a _ sensitive 
measure of county educational status (% 
of those aged 16 to 17 still enrolled in 
school) and the other social variables stu- 
died in the state at large. 

3. Counties at the extremes of urbaniza- 
tion followed no recognized geographic pat- 
terns of distribution. Those counties ex- 
treme for negative population shift were 
generally located at the periphery of the 
state, while those showing maximum influx 
of population during the same period tended 
to be centrally located. 

4. Counties with the highest percentage 
still enrolled in school were located in the 
northern half of the state, whereas, those 
showing lowest enrollment in school were 
distributed in the southern half of the state. 

5. A similar north-south discrimination of 
counties at the extremes of economic status 
also was noted. 

6. An analysis of the independent impact 
of urbanization on state hospital admission 
rates; presuming homogeneous distribution 
of equivalent resources, reveals no differ- 
ences in admission rates for the 2 groups of 
counties at the extremes of urbanization. 
The lack of interaction here may well reflect 
the fact that the urbanization extremes stu- 


died are insufficiently extreme to reveal an 
independent influence of urbanization, as 
has been shown in certain previous studies. 

A similar analysis revealed no significant 
effect in those counties extreme for popula- 
tion mobility, but did indicate a significant 
inverse correlation between school enroll- 
ment and institutional admission rates. 

A separate reanalysis of the interaction of 
these social variables with admission rates 
for each mental hospital, and its admission 
zone as a geographic and institutional unit, 
revealed that zonal admission rates were 
correlated in highly individual and specific 
ways with zonal socioeconomic and educa- 
tional characteristics. A generalization justi- 
fied by these data is that certain common 
sociologic variables, even at the extremes 
of a normal distribution, will find significant 
expression in their impact on the level of 
utilization of the state mental institution, 
only in a highly specific context. 
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DISCUSSION 


Joun E. Davis, M.D. (Philadelphia, Pa.) .— 
The present paper represents another step 
forward in the process of attempting to define 
and understand the complex social factors 
which are involved in decisions to seek psy- 
chiatric treatment. This search for significant 
parameters, other than the personal and the 
dynamic, is assuming greater and greater im- 
portance as psychiatry is confronted with ex- 
ploding populations, migrating populations, 
back-from-the-suburb populations, and beat- 
nik populations and as psychiatry is asked to 
take a social leadership role not only in alle- 
viating the personal human and social distress 
which leads to mental illness, but in suggesting 
ways in which mental breakdown can be 
averted. 

Perhaps it is a sign of confidence in the new 
drugs and the many other treatment methods 
that has enabled us to lift the horizon from the 
personal to the population as a whole, or per- 
haps it is with a sense of overwhelming despair 
that psychiatry realizes that considerable energy 
must be devoted to questions about those who 
come to mental hospitals. We know that it is 
not sufficient to have first class institutions with- 
out knowing a great deal about the character- 
istics of the population they are to serve. 

The contribution of Dr. Nurnberger and his 
colleagues with this paper is, first, the deriva- 
tion of an economic index by which to classify 
and compare populations. There are several 
difficulties with such indices. They are generally 
arbitrary, if well meant, and, in common with 
any classification scheme, they may obscure 
more significant but less noticeable real dif- 
ferences. If the index is intended as a pre- 
liminary tool with which to approach data, and 
if the tool itself remains as suspect as the data 
until established, then there is no real difficulty. 
Such indices do remind us that the tools of 
investigation in social psychiatry need as much 
research into as the object of the survey or 
research. Fortunately Dr. Nurnberger has given 
ample discussion as to the nature of the eco- 


nomic index so that we can judge its appro- 
priateness when we plan to use it in other in- 
vestigations. Similar things could be said about 
the other dimensions of measurement used in 
the study. 

One of the comparisons made by Dr. Nurn- 
berger was between counties which showed 
high mobility, i.e., moving in or out of the 
county, and showed no differences in mean 
annual admission rates. Since mobility has 
always been considered an important variable, 
it may be appropriate to report briefly on a 
Pennsylvania study of the Philadelphia area 
which is investigating the relationship between 
migration into the state and mental illness. We 
are finding that migrants into Pennsylvania 
from the North have a higher incidence of 
mental illness than migrants from the South, 
who in turn have a lower incidence of mental 
illness than Philadelphia natives. This fact ob- 
viously raises many, many questions. 

Dr. Nurnberger, in turn, with his conclusion 
that “The significance of such factors as related 
to the identification and acceptance of an in- 
dividual as an institutionalized patient, vary 
widely with other local circumstances,” shows 
us the limitation of broad classification schemes 
which obscure important differences, and sug- 
gests that intensive study of local practice may 
be fruitful. He further cautions us against 
presuming more information than statistical 
data can provide. 

In his careful study Dr. Nurnberger has in- 
deed looked at his tools, his measuring devices, 
and his concepts. The fact that his regional 
statistics were in general confirmatory of other 
studies which reported negative relationships 
between larger regional institutional admission 
rate and educational achievement is tempered 
by his findings of possible differences on a 
smaller zonal scale between these two variables. 
Dr. Nurnberger has refined the tool, or the con- 
cept by which we measure education, he has 
perhaps suggested that such broad studies as 
this can illuminate the next step for investiga- 
tion, and he may have warned us against over- 
generalizations. 
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THE FAMILY AS A POTENTIAL RESOURCE IN THE 
REHABILITATION OF THE CHRONIC SCHIZOPHRENIC PATIENT : 
A STUDY OF 60 PATIENTS AND THEIR FAMILIES * 


ANNE S. EVANS, M.S.,2 DEXTER M. BULLARD, JR., M.D..,? 
anp MAIDA H. SOLOMON * 


INTRODUCTION 


This paper is part of an investigation‘ of 
the relative value of drugs on social thera- 
pies in the treatment of chronic schizo- 
phrenia and was undertaken at the Massa- 
chusetts Mental Health Center.® 

The subjects were 60 inpatients from two 
Mass. State Hospitals all of whom had to be 
hospitalized at least 5 years continuously 
with a diagnosis of schizophrenia.* There 
could be no diagnosis of organic deteriora- 
tion or mental deficiency. All patients had 
to be between the ages of 25 and 50, with- 
out any imminent discharge plans. Selection 
of these patients was made by random 
sample from 136 patients at the 2 hospitals 
fulfilling the criteria of selection. 


1 Read at the 116th annual meeting of The 


American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Massachusetts Mental Health Center, Boston, 
Mass. 

8 Professor Emeritus, Social Economy, Simmons 
College School of Social Work. 

4 This investigation was supported by a research 
grant MY-1690 (C2) from the National Institute 
of Mental Health, Public Health Service. 

5 We wish to acknowledge the help of the fol- 
lowing staff from the Massachusetts Mental Health 
Center, Boston, Mass. : George W. Brooks, M.D., 
Research Director, Drug and Social Therapy 
Project ; Milton Greenblatt, M.D., Assistant Super- 
intendent and Director of Research and Labora- 
tories; Julius Levine, M.D., Research Director, 
Drug and Social Therapy Project ; Esther Cook, 
Chief, Psychiatric Social Work; Nancy Ogilby, 
M.S., Chief Psychiatric Social Worker In-Patient 
Adult Unit ; Eva Deykin, M.S., Research Psychia- 
tric Social Worker ; Alberto DiMascio, M.S., Statis- 
tical Consultant; Virginia Ganick, Typist, Drug 
and Social Therapy Project. 

6 The specific diagnoses by the hospital staff 
were as follows: 
Schizophrenic reaction, paranoid type 22 
Schizophrenic reaction, catatonic type 13 
Schizophrenic reaction, simple type z 
Schizophrenic reaction, hebephrenic type 1 
Schizophrenic reaction, chronic undiffer- 

entiated type 


Total 


These chronic schizophrenic patients were 

brought to the Massachusetts Mental Health 
Center and treated there with tranquilizing 
drugs and social therapies or social thera- 
pies alone for 6 months, with the aim of 
rehabilitation and discharge(1). A control] 
group remained at the parent hospitals. The 
improvement in many patients which 
seemed to warrant discharge did not always 
result in discharge. The success or failure of 
plans for discharge was often found to be 
dependent on the relationship between the 
chronic schizophrenic patient and his fam- 
ily. 
’ The present report is a descriptive study 
of the factors that influence the relationship 
between the chronic schizophrenic patient 
and his family at the time of transfer. Por- 
tions of the data utilize material previously 
reported(2). Further studies involving the 
family’s role during treatment at the Massa- 
chusetts Mental Health Center in the dis- 
charge or transfer back to the parent hos- 
pital and in the role of the psychiatric social 
worker at the Center are being reported 
elsewhere. 

This report will present the patient’s be- 
havior on the ward and with his family, his 
social and occupational skills and his finan- 
cial resources. The family will be examined 
in detail, including the home situation, the 
extent of the family’s interaction with the 
patient and the family resources available 
to the patient. 

The families in this study included fami- 
lies of orientation, families of procreation, 
and collateral relatives of these patients. 


The patients were transferred to the Mas- 
sachusetts Mental Health Center beginning 
November, 1956, at the rate of 1 per week. 
They remained for a 6-mouth period unless 
discharged earlier. The patients remaining 
at the end of the 6 months returned to their 
previous hospital unless disposition plans 


1075 


— 
& 
43 = 
€ 
we 
x 
: 
oily 
METH 
4 
fee, 


1076 


THE FAMILY AS A POTENTIAL RESOURCE IN REHABILITATION 


{ June 


were in the process of being carried out. 
During the 6-month period at the Center the 
first 30 patients were treated with a combi- 
nation of tranquilizing drugs (chlorproma- 
zine and reserpine) and with intensive 
social therapies, which included psycho- 
therapy, social casework, contact with stu- 
dents of various disciplines, occupational 
therapy and a rehabilitation program. The 
second 30 patients were not treated wit! 
drugs but received intensive social therapies 
alone. 

Observations for this report were made 
on the patients and their families following 
the patients’ transfer to the Center. The pa- 
tients were interviewed by a psychiatrist 
and observed by a social psychologist to 
determine their psychiatric and social dis- 
ability. Histories of their illnesses were ob- 
tained from the hospital records. 

The families were interviewed by psy- 
chiatric social workers of the inpatient adult 
unit and research unit. Material included a 
social diagnostic evaluation of the family 
situation, and the research staff secured 
additional information from interviews with 
the social workers assigned to the cases. 


Supplementary data concerning the finan- 
cial resources of the patients and families 
were obtained from the Department of 
Mental Health, Commonwealth of Mas- 
sachusetts. 


OBSERVATIONS ON THE PATIENTS AT THE 
TIME OF TRANSFER 


As Richard York(3) points out, “the 
chronic schizophrenic patient has settled 
down to a minimum level of activity and so- 
cial interaction . . . they have slipped into an 
isolated, anonymous, apathetic condition.” 
These patients were no exception. They 
were distant and remained by themselves 
unless urged to join in a social situation. 
When approached, they were quiet and 
reserved showing little interest in further 
contacts, and permeating this isolation was 
a lack of initiative that hindered any expan- 
sion of their social relationships or activi- 
ties. 

Despite their failure to make social con- 
tacts, these patients often took care of their 
personal needs without help from the parent 
hospital. A majority (52%) maintained an 
acceptable level of dress and personal 


appearance judged by community stand- 
ards. More than four-fifths (87%) lived on 
open wards and went to the cafeteria for 
meals and to other parts of the hospital for 
activities. One-quarter of the patients made 
some use of privileges to leave the hospital 
during the day for walks, job hunting, or 
trips to the drugstore. Their work records 
also showed capacities and skills that were 
utilized in the hospital setting. More than 
one-quarter (28%) of the patients had a reg- 
ular job in the hospital, and one-half worked 
at some daily ward task. All in all, a number 
of these patients took the major responsi- 
bility for their daily life routine and the 
parent hospital remained a place where 
basic living necessities were provided, 
rather than a place where a supervisory or 
therapeutic program was carried out. 

This group of patients took little initia- 
tive in their relationships with their fami- 
lies. None was active in phoning, writing, 
or visiting their families, even patients 
with full privileges. One patient pretended 
indifference to his family, only to break 
down and cry when visited by his brother. 
When they were visited, or taken out for 
weekends by their families, the patients 
were usually docile and, though pleased, 
did not themselves take steps to continue 
the family contact. This seemingly indif- 
ferent attitude promoted the feeling 
among relatives and hospital staff that 
these patients were not ready for further ac- 
tivity and responsibility. 

The other resources of these patients re- 
flected the disabling effects of their dis- 
ease as well as the effects of prolonged 
hospitalization. Only 1 of the 60 patients 
had any personal source of income or any 
savings, as might be expected after 5 or 
more years of hospitalization. Their job 
aspirations were limited since few patients 
had acquired a trade or skilled employ- 
ment prior to their illness. At the onset of ill- 
ness, more than one-third (40%) were still in 
school and only 7 patients had held a 
skilled job. Added to this, none of the pa- 
tients held paying jobs during the long 
period of their hospitalization. Thus, even 
those with a good hospital adjustment were 
hampered by poverty, a lack of occupa- 
tional skill, and little personal initiative. 
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OBSERVATIONS ON THE FAMILIES 


Our material on the 60 families is pre- 
sented under 3 headings: 1. The family 
situation ; 2. The relationship between the 
family and the patient, specifically their 
attitudes toward the patient's illness and 
his possible release; 3. The family re- 
sources available to the patient. 

1. The Family Situation: At the time of 
transfer to the Massachusetts Mental 
Health Center, four-fifths (48) of the pa- 
tients had lost at least 1 parent, and one- 
third (22) had lost both parents. Only 11 
patients had married prior to their illness, 
of whom 7 were legally separated or di- 
vorced. There remained only 4 patients 
with spouses who were available and legal- 
ly responsible for the patients. 

Despite the absence of parents and 
spouses, nearly all (57) patients had liv- 
ing siblings. This appeared to be a primary 
resource to the patient. Many siblings, 
however, lived outside the Metropolitan 
Boston area. For example, the family of 
Miss A, a middle-aged female patient, con- 
sisted of 2 married sisters, both of whom 
lived 75 miles away and had young chil- 
dren, making it difficult for them to come 
to the hospital. Finally, there were 3 pa- 
tients who had no living relatives. 
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2. Family Interaction with the Patient : 
Noteworthy was that most of the families 
remained interested in the patient even 
after the prolonged separation. Four-fifths 
of the 60 patients were visited in the hos- 
pital by their families; three-quarters of 
the families visited regularly either once 
a week or once a month. The frequency of 
visits dropped off slightly after the patient 
had been hospitalized 13 years, yet a ma- 
_ of these families also visited regular- 
y. 

Families’ Perception of Illness : The fam- 
ilies expressed varying opinions ‘regarding 
the patient’s illness. Twenty-five of the 
families were “hopeful” of ultimate cure. 
Three of these families did not believe 
that the patient was ill. For example, one 
family stated: “He doesn’t really need 
hospitalization ; I don’t believe he’s really 
sick—just too timid.” 

The rest of the families were optimistic 
as a result of the change of hospital and 
felt that the patient would be cured. “He’s 
been sick for years. I think he'll get well 
now that he has been brought here. He'll 
get more attention.” “She seems to be 
more interested in what is going on around 
her. I think she’s better.” “He certainly 
looks better. He talks to me and I can 


TABLE 1 
Family Visits in Relation to Length of Patient's Hospitalization 


NUMBER OF PATIENTS VISITED 


HOLIDAYS 
ONLY 


4 


0 
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TABLE 2 
Families’ Perception of Illness and Its Relation to Length of Hospitalization 


* In 9 cases the families’ opinions were unknown. 
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understand what he is saying.” Seventeen 
families could not express a definite opin- 
ion regarding prognosis. One family said : 
“Maybe he can get better here but it will 
probably take a long time.” 

Nine families believed that the patient 
was incurable: “I don’t think she'll ever 
get well.” “He's been sick too long— 
They've tried everything. I don’t think he'll 
ever get better.” ae 

If a patient was hospitalized more than 
13 years, family attitudes tended to be less 
favorable about recovery. This feeling on 
the part of the family is in accord with 
studies(4) indicating that the prognosis 
for patients becomes worse as the length 
of hospitalization increases. 

Family Attitudes About. Release: A sur- 
prisingly large number of families favored 
release despite the passage of 5 years. 
More than one-third (23) of the families 
favored release. They said, “We want him 
home with us. He’s been away too long.” 
“Everybody wants him home.” Two-thirds 
of those families who favored release felt 
that the patient had a “hopeful” prognosis. 
Of the 14 families who were ambivalent 
about release, one-half (6) were “hopeful” 


about the illness. These families were 
“frightened” of the patient but were con- 
sidering the possibilities of taking him 
home. They felt that “many new things 
had happened since the patient was iast 
home,” or were fearful of “outbursts.” Thir- 
teen families were against release. They 
either wanted the hospital to guarantee a 
complete cure or stated, “We have no 
place for her now.” 

As one might expect, a belief in cure 
was associated with a favorable attitude 
about release. One mother of a single fe- 
male patient felt that her daughter’s illness 
was curable and was anxious to have her 
at home. A small group of families op- 
posed release even though “hopeful” about 
cure and, more significantly, a small group 
favored release even though feeling “hope- 
less” about the patients’ prognosis. The 
families who frequently visited the patient 
were most interested in his discharge. Half 
of the families who never visited were 
against release. 

The 40 families who favored or were 
ambivalent about release did not have un- 
realistic expectations of the patients. One- 


TABLE 3 
Relation of Family Perception of Iiness to Their Attitude About Release 


PERCEPTION OF ILLNESS FOR 


ATTITUDE TOWARD RELEASE 
AGAINST 


“Hopeful” 17 
Don’t Know 4 
“Hopeless” 2 

23 


Total 


2 
8 
3 


13 


* In ten cases the families’ opinions were unknown. 


TABLE 4 
Relation of Family Visits to Their Attitude About Release 


FREQUENCY OF VISITS UNCERTAIN 


ATTITUDE ABOUT PATIENT'S RELEASE 
AGAINST 


Once a week 24 
Once a month 10 
Holidays only 3 
Never visited 3 


Total 40 


* In 6 cases the families’ opinions were unknown. 
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half of the families required only that the 
patient be able to feed and clothe himself in 
the home. 

3. Available Family Resources: Finan- 
cial : The families in our study were found 
to comprise an extremely low income group. 
Financial resources were discussed with 42 
families. One-half of these families made 
less than $3000 annually. The median in- 
come of these families was $2500 a year, 
which is considerably less than the uiational 
median family income of $4971(5) a year. 

Twenty-seven families stated that they 
would be able to assist the patient, 4 were 
_ able to assume complete financial respon- 
sibility and 23 partial responsibility. 

Twenty families could not give any kind 
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of financial assistance. These families were 
also found to be unable to support them- 
selves and derived their support from a 
variety of sources such as distant relatives, 
S. S. Benefits and Public Welfare. 

Living Arrangements: The availability 
of living arrangements paralleled the fam- 
ilies’ financial situation. Of the 47 families 
who discussed living arrangements, a ma- 
jority (27) stated that they could provide 
a place for the patient. Twenty-five fam- 
ilies had room for the patients at home and 
2 offered to subsidize an apartment if the 
patient was discharged. The remaining 20 
families (one-third of the total group) 
could make no provisions for the patient. 

Employment : Virtually no families were 


TABLE 5 
Attitudes of Families Who Were For or Uncertain Regarding Patient's Release in Relation to Patient's Sex 


EXPECTATIONS OF FAMILY 
PARTIAL OR 
COMPLETE 
INDEPENDENCE *** 


Male 
Female 


Total 


10 


* By minimal maintenance was meant that families expected the patient to feed and clothe himself. 

** By assistance in the home was meant to help in the home, i.e., make beds, wash dishes, baby-sit, etc. 

*** By partial or complete independence was meant that the patient takes over his or her former role, i.e., for the male to 
assume financial independence and for the female to take over the duties of the household. 


TABLE 6 
The Relation of Family Resources to Family Attitude 


PERCEPTION OF 
PATIENT'S PROGNOSIS 
“HOPEFUL” DON’T KNOW “HOPELESS” 


RESOURCES AVAILABLE 
TO THE PATIENT 


ATTITUDE TOWARD RELEASE 
FOR OR 


TOTAL UNCERTAIN AGAINST TOTAL 


Financial : 

Yearly Family Income 

$2000 and over 9 

$0-1999 6 
Total 15 


Living Arrangements : 

Have room at home or 
could subsidize 
apartment 

Can make no provision 


Total 


18 1] 


43 36 


Note: The totals represent the number of families whose resources and attitudes were known at the time of transfer. 
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able to help the patient gain employment. 
Only one family of the 38 who discussed 
this question felt they could help the pa- 
tient get a job. Eleven other families said 
they would give the patient unpaid em- 
ployment in the home but the remaining 
26 families said that the patient or the 
hospital would have to assume this respon- 
sibility. 

Recreational Activities : The family situ- 
ation appeared more promising regarding 
recreational activities. This question was 
discussed with 23 families and 19 had out- 
side social or religious affiliations in which 
the patient could take part. Four families 
said that they belonged to no groups or 
clubs but that they did entertain and 
would include the patient in their plans. 

Regardless of income, one-half of the 
families were “hopeful” of cure and did 
not oppose release. Actually both groups 
tended to favor release even though they 
were not necessarily optimistic about the 
patient’s prognosis. 

The availability of living arrangements 
was associated with greater optimism and 
particularly a more favorable attitude 
toward release. Nearly one-half of the fam- 
ilies who could not make provision for the 
patient opposed release and, more striking- 
ly, 9 of 11 families opposing release could 
not provide for the patient themselves. In 
contrast, only 2 of the 25 families who 
could provide a room or place for the pa- 
tient opposed release. 


DIscussION 


The present report has examined the 
family as a resource in the rehabilitation 
of the chronic schizophrenic patient. Many 
of these patients had successfully adapted 
to open ward settings and have fully util- 
ized the available hospital facilities. In- 
herent in the nature of the patients’ dis- 
ability was a lack of initiative which pre- 
vented them from undertaking contact 
themselves with the community. We won- 
dered whether this hospital level of func- 
tioning could not be extended to an in- 
creased interaction with the community. 
We found that the family is the primary 
resource available to the patient in the 
community. 

A striking finding of this study is that 


families continued to visit even after the 
patient had been hospitalized more than 
5 years. When parents could no longer 
visit due to old age, illness or death, the 
siblings assumed this responsibility. One 
should not underestimate the strength of 
family ties even after prolonged separa- 
tion. The nature of this bond and to what 
extent it involves affection, guilt and other 
feelings needs further investigation. Con- 
trary to our expectations, the patient’s age 
was not related to the frequency of family 
visits. One reason for this may be the 
limited age range of our sample, 25 to 50 
years. The sex of the patient did not affect 
the number of family visits. An interesting 
sidelight was that casework interview ma- 
terial revealed that families expressed 
more fear of possible aggressive actions of 
the male patients than of the female pa- 
tients. 

Even after long-term illness the family 
for the most part continued to maintain a 
positive attitude toward the patient's ill- 
ness and optimism about release. The fam- 
ily’s minimal expectations of performance, 
in the event of release, was found to be in 
keeping with the patient’s individual capac- 
ities. They realistically expected no more 
of the patient at home than they had ob- 
served in the ward setting. The authors 
believe that the hospital’s expectations for 
discharge of the chronic patient are often 
higher than the family’s tolerance for his 
disability. Under these circumstances, the 
hospital may not utilize the family’s posi- 
tive feelings as often as it could. The fact 
that more families of male patients ex- 
pected them to provide financial assistance 
suggests a different approach in their re- 
habilitation. Rehabilitation of female pa- 
tients should be oriented around a home 
situation and rehabilitation of male pa- 
tients should include specific help toward 
a job situation. 

The marked limitation of family re- 
sources suggests that some families cannot 
afford to have the patient at home. Eco- 
nomic necessity then becomes an impor- 
tant factor in disposition planning which 
must be considered together with the pa- 
tient’s clinical condition. Although differ- 
ences in family attitudes did not appear to 
be related to their economic condition, 
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further help may be needed for those fam- 
ilies with low income in order that they 
do not become terribly oppressed as a 
result of accepting the patient into their 
home. 

These problems may be met in several 
ways. The hospital needs more psychiatric 
social workers to stimulate and assist the 
patients who have reached the stalemate 
of a successful open ward adjustment. So- 
cial casework with the family may enable 
them to deal more effectively with the 
problems of chronic schizophrenia. The 
worker can assist the family to make better 
use of the existing community facilities. 
There is a need for expanded community 
resources geared to the patient’s increased 
interaction with the community. These 
might include greater financial aid to the 
family, increased use of family care pro- 
grams(6), more half-way houses(7), and 
sheltered workshops. Even more important 
is the need for a positive attitude toward 
the possibilities of increased social effec- 
tiveness of the chronic patient by the psy- 
chiatric social worker, the hospital staff, 
social workers in the community, and the 
community itself. 


SUMMARY 


Sixty families of chronic schizophrenic 
patients undergoing treatment with drugs 
and social therapies were studied to de- 
termine their potential role in the patients’ 
rehabilitation and discharge. 

Many of these families maintained an 
active interest in the patients, expressed in 
continuing visits to the hospital. Their at- 
titude toward the patient's illness was opti- 
mistic and many families favored dis- 
charge. Their expectations were realistic 
and in accord with the patients’ capacities. 
Their ability to help the patient was com- 
promised by a low annual income, insuffi- 
cient room at home for another family 
member, and inability to help the patient 
find a job. The importance of the increased 
use of the psychiatric social worker and of 
additional community resources was em- 
phasized. 
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DISCUSSIONS 


HERMAN Denser, M.D. (New York, N. Y.). 
—It is difficult to make critical remarks about a 
paper with which one is in agreement on most 
points. Mrs. Evans and her collaborators have 
studied a problem of unusual importance to 
those interested in rehabilitation of the chron- 
ically ill ; a problem becoming more and more 
urgent with large scale use of chemotherapy re- 
claiming many long-term residents of mental 
hospitals. 

There is a small question concerning method- 
ology : on page 2 it is stated that the report 
refers to the factors operating “at the time of 
transfer,” while on the next page it states that 
“observations . . . were made . . . following 
the patients’ transfer to the Massachusetts Men- 
tal Health Center.” Further along it is stated 
that “this report will present the patients’ be- 
havior on the ward.” It would be of interest to 
know exactly when and where these observa- 
tions were really made. 

In examining the description of the patient 
sample, one is struck with the fact that this is 
a prognostically hopeful group with 87% having 
been in open wards, and 25% being able to 
leave the hospital for various parts of the day. 
It is difficult to reconcile this active “motor” 
life with seemingly indifferent emotional at- 
titudes to relatives : inertia in schizophrenia is 
usually all pervasive. 

Very little can be added to the observations, 
except to say that a rather high percentage of 
families stil] maintained a positive feeling to 
their relatives in spite of the duration of hos- 
pitalization. This has not been our finding. 
Fully half of 20 chronic patients on the ward 
have had no visitors at all or only a rare relative 
or friend. 
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It is not unusual to find families utterly op- 
posed to a patient's release. The latter has been 
written off, so to speak; their place in the 
household sequestered and belongings dis- 
posed of. The proposal of returning a patient 
to this environment is usually greeted by the 
family with a panic reaction. Yet it is surprising 
how intensive casework can occasionally con- 
vert this attitude to one of acceptance. 

The authors have found that the family is 
the primary resource available to the patient 
in the community. While this is theoretically 
true, we must view such a hypothesis with care. 
If chronic patients are to be discharged from 
the hospital, an intensive multi-disciplinary 
project must be set into motion in which the 
family plays but a small role. In our setting in 
Manhattan State Hospital, where the thera- 
peutic community project has aimed at dis- 
charging long-term patients, the family was 
found to be one of the weak links in the com- 
munity and we have been dismayed often by 
their attitude. As a matter of fact, the psy- 
chopathological findings in families of long 
hospitalized patients are startling. This may be 
a function of case material, since our patients 
form a heterogeneous group. 

It is stated that “the marked limitation of 
family resources suggests that some families 
cannot afford to have the patients at home.” 
I think this is a screen for rejection of the pa- 
tient. While we have occasionally found this to 
be true, more often it was used as a pretext 
when the patient was not wanted. It is usual 
that adequate arrangements be made for the 
patient’s maintenance before separation from 
the hospital. Intensive rehabilitation procedures 
should make male patients (and female pa- 
tients as well) ready for gainful occupation in 
the community. Why then must “further help 
be needed for those families with low income 
in order that they do not become terribly op- 
pressed as a result of accepting the patient into 
their house ?” 

While “the hospital needs more psychiatric 
social workers,” and “social casework with the 
family enable them to deal more effectively 
with the problem of chronic schizophrenia,” 
this is not enough. Again, the accent here is 
placed in one small area when we must look 
at the total picture of which these are but 
small components. 

What seems to be unsaid in this paper is the 
magnitude of the social problem confronting 
psychiatry with the thousands of chronically 
ill long-term residents of mental hospitals, 
many forgotten or abandoned by their families, 
and others without family ties at all. We are, 
perhaps, based on our own case material, less 


optimistic than the authors about the potential 
of the patient's family in the rehabilitative proc- 
ess. But we would strongly and vehemently 
support their thesis for more effective casework 
with families during the patient’s hospitalization 
and afterwards. 

The low socio-economic status, low 1.Q., 
and poor job training, etc., all hinder effective 
mobilization of the chronic patient. The de- 
fective conceptualization of family ties in many 
layers of our 20th century American culture 
does not facilitate the stated task. For instance, 
it is doubtful if “greater financial aid to the 
family” will achieve the aims outlined by the 
authors. What is needed is an entirely new ap- 
proach to the social and economic problems 
of our patients ; this falls within the province of 
the political scientists, the sociologists and the 
economists. 

The psychiatric social worker will render an 
optimum service to psychiatry by complete in- 
tegration into the therapeutic force operating 
in the direction of the patient’s health. Mrs. 
Evans and her co-workers deserve our thanks 
for highlighting a significant problem area. The 
positive attitudes they have formulated are 
worthy of emulation. 


Rutu I. Knee (Bethesda, Md.).—The cur- 
rent interest in the rehabilitation of chronic 
mentally ill patients, in discharging them from 
mental hospitals, and in finding some way for 
them to live in the community, has focused re- 
newed interest in, and placed new significance 
upon, the patient’s family. It has also meant 
a different approach to the family on the part 
of those who are responsible for the care and 
treatment of the patient, including the social 
worker. Traditionally, the social worker has 
been described as the link between the pa- 
tient, the hospital, the family, and the com- 
munity. There is something that is much more 
promising and challenging about using this 
intermediate position to find the positives in the 
family and the community and to make them 
available to the patient and the hospital, than 
there was when it appeared that the only, or 
major, use of the social worker was to make 
detailed studies in how the family had caused 
or contributed to the patient's illness. Her help- 
ing relationship with the family was largely 
used for the purposes of “interpreting the need 
for hospitalization and helping them to accept 
it.” 

The study reported is not an attempt to re- 
port on what was done in a few instances of 
successful casework which enabled families to 
help their ill members. Rather it is an examina- 
tion of certain of the family resources in a 
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selected group of chronic schizophrenic pa- 
tients who had been hospitalized for a number 
of years. It gives a cross section view of the 
attitudes of family members and the possible 
resources for rehabilitation that families offer 
to patients at one point in time. It does not 
attempt to tell us how these attitudes had come 
into being, what influence they had had upon 
the patient’s illness and hospitalization in the 
first place, nor what happened to the patient 
as a result of the knowledge of the potential 
resources offered by the family. We are giving 
here a summary of the general kinds of possible 
contributions that the families of a group of 
long-term schizophrenic patients could make to 
their discharge and rehabilitation. These sum- 
marized data offer certain surprises and con- 
tradictions to some of the stereotyped ideas we 
might have about families. In spite of periods 
of hospitalization lasting many years, these 
patients were still visited by some member of 
their family. They had not been completely 
“forgotten.” The families were accessible for 
interviews with the social worker and co- 
operated in the interviews and were still taking 
the initiative in keeping in touch with the pa- 
tient. However, during the intervening years 
since hospitalization, there had been major 
shifts in family composition with death of one 
or both parents or divorce. Most of the family 
members considered the responsible relatives 
were siblings. Thus for most of the patients 
the concept of family did not mean the family 
of orientation or procreation. 

Another surprise might be that in spite of 
the long hospitalization, a rather high propor- 
tion of the family members were hopeful of the 
ultimate cure and gave some indication that 
they would be willing to have the patient live 
with them. It would have been interesting to 
have had a similar study made at some time 
prior to the patient’s transfer into the study 
group and of the control group. One would see 
how much families’ attitudes of hope were 
related to the fact that the patient was re- 
ceiving more intensive treatment than he 
probably had at any time before during his 
hospital career. It is also interesting to com- 


pare these attitudes with those expressed dur- 
ing a study made of relatives’ attitudes at a 
Veterans Administration Hospital—“Relatives’ 
Attitudes and Mental Hospitalization.” Most 
of the relatives interviewed in this VA study 
had a more pessimistic view about the pa- 
tient’s illness and were more reluctant to con- 
sider having the patient live with them. Per- 
haps there is a further clue to the reason for 
this contrast in the statement of the authors 
that relatives were much more concerned with 
the aggressive behavior of males than with 
females. 

There were a number of areas in which the 
families appeared to offer minimal resources. 
The lack of financial resources of almost half of 
the families would make very difficult any 
arrangements to have the patient live with the 
family following hospitalization. The State was 
spending almost as much to give the patient 
custodial care as the family earned in a year. 
The lack of appropriate living space for the 
patient also minimized the families’ potential 
as a resource. We wonder whether there had 
been changes in the family’s economic status 
and employment level during the period of 
the patient’s hospitalization or had this re- 
mained static. With those families having 
adequate financial means and living space, one 
wonders what kind of stimulation there would 
be in the daily living with a widowed parent 
as the established familv of a sibling. It gives 
clues as to which families might be selected for 
more intensive help in planning. 

This study illustrates that even after long- 
term illness the family continues to maintain 
some ties with the patient and looks to eventual 
discharge. However, the crucial test must still 
be what real support, either emotional or 
financial, can a sister or a brother give to a 
patient following his discharge from a hospital. 
In addition, there is strong evidence for the 
need of a variety of kinds of community sup- 
ports, such as public assistance, living ar- 
rangements, sucial therapeutic clubs, that can 
provide for the patient the kind of help that 
the family is unable to give. 
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LOS ANGELES SUICIDE PREVENTION CENTER ' 


ROBERT E. LITMAN, M.D.,? EDWIN S. SHNEIDMAN, Pu.D.,® 
anp NORMAN L. FARBEROW, Pu.D.* 


Suicide and suicide prevention provide 
major problems for clinical psychiatry and 
community psychiatry. Considering their 
importance, these problems have received 
relatively little organized study and atten- 
tion. Although there exist in the United 
States and Europe several worthwhile anti- 
suicide services, conducted by philanthropic 
and religious groups, there have been no 
reports in English of comprehensive and 
systematic suicide prevention projects. 

The purpose of this paper is to report 
progress in the development of a suicide 
prevention center (S.P.C.), staffed by psy- 
chiatrists, psychologists, and social workers. 
This work is being conducted in Los An- 
geles, and administered through the Univer- 
sity of Southern California. 

In addition to the primary goal of saving 
lives, which is shared with other anti-suicide 
organizations, the Los Angeles Suicide Pre- 
vention Center has 3 additional, unique 
goals : (a) to demonstrate the relationship 
between an S.P.C. and other community, 
mental health agencies ; (b) to serve as a 
pilot project for other communities inter- 
ested in establishing a suicide prevention 
program ; and (c) to collect hitherto un- 
obtainable, research data on the etiology, 
meaning, and prevention of self-destruction. 

The principal activities of the S.P.C. are : 
1. Providing intensive psychiatric, psycho- 
logic, and sociologic investigation of some 
suicidal persons, leading to an evaluation 
of the person in his situation, with emphasis 
on the degree of suicidal danger ; 2. Making 
appropriate therapeutic recommendations 
and referrals to these persons and obtaining 
periodic follow-up reports to observe the 


1 Read at the 116th annual meeting of the 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

Condensed version of the May, 1960, report. 

2 Psychiatrist-Director of the Suicide Prevention 
Center, 9400 Brighton Way, Beverly Hills, Calif. 

3 Co-Project Directors ; this work has been con- 
ducted under a 5-year U. S. Public Health Project 
Grant No. OM-128. 
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progress of the cases; 3. Consulting with 
community agencies and practitioners con- 
fronted with special problems of suicide and 
exploring these special problems ; 4. Collect- 
ing and analyzing data, leading to increased 
understanding of suicide and ideas for 
additional suicide prevention measures. 
These therapeutic, community oriented, and 
research activities proceed concurrently and 
harmoniously. 

Our current strategy for suicide preven- 
tion work is derived from recent studies 
which showed that the great majority of 
persons who commit suicide make their in- 
tentions known in advance through suicidal 
threats, suicidal attempts or certain behavior 
patterns (such as the depressive syndrome 
or sudden increase in alcohol and barbitu- 
rate consumption ). We have, then, a rather 
large group of potentially suicidal persons, 
which contains within it, as a relatively 
small sub-group, the majority of committed 
suicides. Very little is now known about the 
total number, range, and characteristics, of 
the population of potentially suicidal per- 
sons. We are using 3 methods to obtain these 
much needed data : (a) surveys of the com- 
munity with questionnaire and interview 
techniques ; (b) abstracting large numbers 
of charts from emergency hospitals, general 
hospitals and psychiatric hospitals ; (c) the 
gradual accumulation of detailed case ma- 
terial at the S.P.C. In addition, we have 
collected information on suicidal victims 
through interviews with surviving relatives, 
friends, physicians, and other informants. 
We plan eventually to compare 4 groups : 
committed suicides, suicide attempts, suicide 
threats, and non-suicidal persons. 

For example, we made a survey of all Los 
Angeles physicians for their experience with 
suicide attempts, receiving a gratifying 80% 
response. From these responses and reviews 
of the charts of several hospitals, we ob- 
tained identifying data (sex, age, race, 
marital status, occupation, location in the 
city, method, time, and outcome of attempt ) 
for 2600 suicide attempts, representing a 
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sizeable fraction of the total (estimated 
conservatively to be 6,000 to 7,000) for Los 
Angeles in 1957. In selecting suicide attempt 
cases for intensive study, the S.P.C. has been 
attempting to duplicate proportionately the 
characteristics of the total group of suicide 
attempts. Many of our cases were seen in 
hospitals soon after a self-injury. Others 
came from a variety of referral sources, such 
as physicians, judges, social work agencies, 
and there have been a number of self- 
referrals. 

At the S.P.C., case histories are obtained 
from patients and significant relatives and 
friends by the professional staff members, 
and a battery of psychological tests is ad- 
ministered. Much of the information ob- 
tained is coded and punched on cards for 
future analysis. We have been particularly 
interested in evaluating the degree of sui- 
cide danger through such indicators as the 
psychiatric diagnosis, the effects the pa- 
tient’s communication has on others, the 
meaning to the patient of his self-destructive 
behavior, the actual lethality of his behavior, 
the manifest anger, the self-image, the un- 
conscious masochism, positive and negative 
reactions to therapy and so on. Possibly, 
with the aid of computing machines, we 
will be able to construct formulae for re- 
ducing these diverse and complex data to 
a few comprehensive indices of suicidal 
danger. 

Until such formulations are developed, a 
discussion of this crucial problem, the 
assessment of suicidal potential, should be 
liberally spiced with case illustrations, which 
space limitations preclude. What follows, 
therefore, are a few highly condensed ex- 
tracts from our clinical experiences. 

Many persons who made suicide attempts 
or threats appeared to us to have a very 
low potentiality for suicide. In this group 
the patients were immature, passive-de- 
pendent, passive-aggressive, self-dramatiz- 
ing individuals who simulated a suicidal 
mode of action in order to gain a point or 
manipulate a key person. The actions were 
impulsive, usually occurred in close prox- 
imity to other persons, often when anger 
would have been appropriate, and could 
have been a threat to life only by accident 
or miscalculation. Such persons usually have 
a record of chronic instability in their per- 


sonal relationships and frequently can pro- 
fit to some extent by family counseling and 
casework in social agencies. Then, the role 
of the S.P.C. has been to reassure the agency 
against the danger of suicide and act in the 
capacity of a consultant. 

We encountered a number of persons 
whose suicide potential was moderate in 
that the risk of death depended upon the 
outcome of a very close, disturbed, ambiv- 
alent, interpersonal relationship. These 
mostly involved spouses or lovers but also 
included homosexual partnerships and par- 
ent-child combinations. In fantasies, these 
persons wanted to die but also wanted to be 
rescued and live. In suicide attempts, they 
often endangered their lives severely but 
also made provisions for being rescued, as if 
their danger was an ordeal or a trial of love 
or a gamble with death. We have been im- 
pressed by the durability of these ambiv- 
alent ties between people and how they 
resist change. Often both persons in the 
dyad are potentially suicidal. If such ambiv- 
alent but symbiotic interpersonal bonds are 
broken too abruptly, self-destructive actions 
can be anticipated. 

High suicide potentiality was associated 
especially with severe depression, restless 
schizophrenia, and alcoholics who had ex- 
hausted their emotional resources. Suicide in 
such persons is seldom a matter of sudden 
impulse, and thoughts of suicide appear per- 
sistently in their interviews and psycholog- 
ical tests. The danger here is that the patient 
may be overlooked and returned to the 
community even after a suicide attempt. 
When the suicidal danger is evaluated as 
high, we have found no substitute for the 
safety and other therapeutic advantages of 
a psychiatric ward. 

Resistance to the idea of psychiatric hos- 
pitalization is extremely common, both in 
patients and their families. We found that 
the sooner we interviewed a patient and his 
family, during a time of suicidal crisis and 
anxiety, the better, and we had to accustom 
ourselves to evaluating patients quickly and 
making emergency dispositions. The atti- 
tude of the relatives and family was often 
a decisive factor in the decision whether to 
hospitalize a patient or recommend ambula- 
tory therapy. When there was no family or 
friends available, we have occasionally used 
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volunteer assistants to accompany a suicidal 
person to the hospital. 

As we receive more and more telephone 
inquiries, the need for a 24-hour emergency 
psychiatric service emerged, and we have 
considered possible ways to institute such a 
program. So far, we have been able to use 
the panels of physicians set up by the medi- 
cal associations who are available for emer- 
gency calls. During the first year of activity, 
the S.P.C. was in touch with well over 50 
community agencies and resources in its 
efforts to help patients. We have received 
from other agencies numerous requests for 
information and brief consultation and acted 
as a referral service for many cases we did 
not see ourselves. We have been asked for 
consultation opinions on such issues as : 
what should a telephone operator or intake 
social worker say to persons who threaten 
suicide over the phone ? How should a sui- 
cide occurring on a psychiatric ward be 
handled with the other patients and medical 
personnel ? How can we predict when re- 
covering suicidal patients are ready for dis- 
charge ? We are working with the Los An- 
geles police department in a project to de- 
termine how many persons who committed 
suicide had previous contacts with the po- 
lice. The Superior Court in charge of com- 
mitments has asked us to evaluate certain 
prospective commitment cases whose status 
was obscure. 

One aspect of our work with community 
agencies deserves special mention. Dr. 
Theodore Curphey, the Los Angeles Cor- 
oner, deputized members of our project to 
assist him in investigating a large number of 
cases in which the mode of death was not 
clearly indicated by the physical evidence 
and routine police reports. He noted that 
only about two-thirds of the suicide certi- 
fications made in his office were based on 
absolutely unequivocal evidence and about 
one-third demanded some sort of psycholog- 
ical inference as to the intention of the vic- 
tim. Similarly, there was another group of 
cases in which a certification of suicide 
might very well have been made but psy- 
chological inference led to a presumptive 
diagnosis of accident. He felt that psychia- 
trists and clinical psychologists could add a 
new dimension to the diagnosis of intention 
even in a dead person. Information from our 


interviews with relatives, physicians, friends 
and other informants reviewed with the 
Coroner at what he calls “psychological 
autopsies” did indeed clarify the diagnosis 
in a number of cases. 

Our reports confirmed previous observa- 
tions that many accidents and homicides are 
closely related to suicide. We learned that a 
systematic bias on the part of the Coroner 
would substantially affect suicide statistics 
for any given community; that certain 
masochistic preversions can and do lead to 
death by asphyxiation or hanging; that 
most persons who play Russian roulette 
cheat ; that persons who are taking large 
amounts of barbiturates over any extended 
period of time are living on the very edge 
of death and often slip over without quite 
meaning to ; and that interviews which were 
primarily investigative often had secondary 
therapeutic benefits. Survivors of the de- 
ceased were able to express feelings and 
obtain information which reduced guilt and 
helped them formulate plans for solving 
problems, for example about the children of 
a parent who committed suicide. Noting 
this, the Coroner began referring distraught 
survivors of suicide victims to us for sup- 
portive interviews even when the mode of 
death was not in doubt. 


CONCLUSION 


Suicidal reactions represent a complicated 
synthesis of mental illness and interpersonal 
or social-living problems. Many potentially 
suicidal persons can be greatly helped by 
appropriate psychiatric treatment. Often 
pre-suicidal behavior is associated with 
strong defensive efforts (in patient and rela- 
tives) to deny the problems and avoid fac- 
ing the illness. Opportunities to circumvent 
the resistance should be seized whenever 
possible. 

Some benefits of a Suicide Prevention 
Center are : 

1. Some pre-suicidal persons get appro- 
priate treatment who might not otherwise 
get treatment. 

2. Much needed data, especially longitu- 
dinal studies of the lives of pre-suicidal per- 
sons, are collected and analyzed. 

3. The S.P.C. facilitates the functioning of 
a number of different agencies and com- 
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munity resources where they are concerned 
with suicide, leading to smoother handling 
of pre-suicidal persons. 

4. The S.P.C. helps provide educational 
information for police, physicians, judges 
and others in a position to recognize pre- 
suicidal persons. 

5. Proper publicity might help overcome 
the popular prejudice against psychiatric 
hospitalization. 

6. The S.P.C. offers an opportunity for 
experimental activities such as psychiatric 
emergency call service and the use of super- 
vised volunteers in emergency situations. 

Finally, it should be said that there is 
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more to suicide than mental illness. In a 
sense, self-destruction reflects the relation- 
ship of the individual to his community and 
his civilization. It may be that a certain 
minimal level or rate of suicide is “built in” 
to our competitive culture, part of the price 
we pay for our prized individual freedom to 
dispose of our lives as we wish. As the 
Suicide Prevention Center develops we hope 
to increase our knowledge of suicide, sharp- 
en our diagnostic accuracy and contribute 
answers to some of the questions we have 
raised, but as far as we can see into the 
future, suicide and suicide prevention will 
continue to present new problems. 
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THE EFFECTIVENESS OF PSYCHOTHERAPY ALONE AND IN 
CONJUNCTION WITH PERPHENAZINE OR PLACEBO IN THE 
TREATMENT OF NEUROTIC AND HYPERKINETIC CHILDREN * 


LEON EISENBERG, M.D., ANITA GILBERT, M.S.S., LEON CYTRYN, M.D., 
PETER A. MOLLING, M.D.’ 


INTRODUCTION 


This paper will report the preliminary 
findings of a study comparing the effective- 
ness of three short-term treatment schedules, 
consisting of (a) psychotherapy alone, (b) 
placebo plus psychotherapy and (c) per- 
phenazine plus psychotherapy, upon the re- 
sponse of each of 2 patient groups, desig- 
nated as (1) neurotic and (II) hyperkinetic. 
The present study is one of a series* de- 
signed to weigh the effectiveness of pharma- 
cologic and psychologic factors in treatment 
of disturbed children. The plan of this ex- 
periment and the significance of its findings 
can best be understood in the context of a 
brief summary of the results obtained in a 
previous investigation. 


PREVIOUS FINDINGS 


By a double-blind study design, we con- 
trasted the effectiveness of meprobamate 
(800-1600 mg.), prochlorperazine (20-40 
mg.) and placebo in the treatment of dis- 
turbed children who received concurrent 
brief psychotherapy(1). Tables 1 to 3, mod- 
ified from the original paper, summarize the 
principal findings. 


TABLE 1—1959 


Agent Significant Mild or None 


Meprobamate 8 7 
Prochlorperazine 7 12 
Placebo 14 6 

Total 29 235 54 


Table 1 indicates the clinical outcome of 
patients on each of the 3 medication sched- 


1 Read at the 116th annual meeting of the 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Departments of Psychiatry and Pediatrics, The 
Johns Hopkins University and the Children’s Psy- 
chiatric Service, The Johns Hopkins Hospital. 

3 Supported by Grant MY-2583 from the Psycho- 
pharmacology Service Center of the National In- 
stitute of Health. 
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ules. It is clear that the results provide no 
evidence for superiority of either drug to 
placebo. Indeed, it appears that patients on 
prochlorperazine did less well than those on 
placebo. This finding may correlate with 
the 30% incidence of side effects from pro- 
chlorperazine, which was twice that from 
meprobamate and four times that asso- 
ciated with placebo. 

Since we had anticipated that patient re- 
sponse might be a function of psychiatric 
reaction type(2), we examined the re- 
sponse within each of the major diagnostic 
categories we employed. The diagnosis 
neurotic was made in those cases in which 
the manifestations of, or defenses against, 
anxiety were predominant, in accordance 
with APA nomenclature. It should be em- 
phasized that some of these children might 
have been classified under the rubric : ad- 
justment reaction of childhood, neurotic 
traits. The duration of the symptoms—6 
months to 2 years—made it difficult to con- 
sider these as transient situational reac- 
tions, although this appears to be common 
practice in mental hygiene clinics(3). 

Children who were overactive, distract- 
ible, non-conforming and disturbing to 
others, but who showed little or no anxiety, 
were classified as hyperkinetic. It should be 
noted that children with sociopathic be- 
havior were not included in this category.‘ 
Table 2 reveals the similarity of the response 
within each of the diagnostic categories 
to each of 3 treatment schedules. 

In view of the lack of evidence for specific 
therapeutic action by either of the drugs, it 
appeared justified to sum the treatment sub- 
groups in order to examine diagnostic cate- 
gory as a variable relevant to outcome. 
When this was done, the marked difference 
between the response of neurotic and hyper- 
kinetic children was revealed, with 70% of 


4The 10 sociopathic children in the original 
study showed the least response to the treatment 
program(1). 
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TABLE 2—1959 


Diagnostic Category 
Agent 


tmprovement 
Significant Mild or None Total 


Neurotic 
Meprobamate 
Prochlorperazine 
Placebo 

Hyperkinetic 
Meprobamate 
Prochlorperazine 
Placebo 


the former and only 40% of the latter show- 
ing significant improvement. The chi square 
for Table 3 is 4.34, corresponding to a prob- 
ability value of less than 0.05. 


TABLE 3—1959 
Response as a Function of Diagnosis 


p<0.05 


The lack of an untreated control group 
precludes any conclusion as to whether the 
response was “spontaneous” or “therapeu- 
tic.” But there is evidence of a relationship 
between diagnosis and outcome and none 
for a pharmacotherapeutic action of either 
of the drugs studied. 

It was of interest that the favorable re- 
sponse of the neurotic cases was maintained 
at re-evaluation 1 month and again 7 months 
after the termination of treatment. Prelim- 
inary results (unpublished) from an 18- 
month follow-up study of the original pa- 
tients show maintenance of improvement 
in the neurotic group but a gradual loss of 
even the lesser gains obtained by the hyper- 
kinetic group. 

It therefore seemed to us to be of interest 
to examine the following questions : Could 
the finding of a predictable difference in 
outcome as a function of diagnosis be con- 
firmed? Was the apparent therapeutic 
response dependent upon placebo adminis- 
tration or could it be obtained with psycho- 
therapy alone ? Would a new agent, per- 
phenazine, prove to be more effective than 
placebo ? 


METHOD 

In order to investigate these questions, we 
employed the following procedure. Patients 
were assigned randomly to one of 3 treat- 
ment schedules: (a) psychotherapy with- 
out medication (b) psychotherapy plus 
placebo (c) psychotherapy plus perphena- 
zine (8-16 mg.). It was not possible to con- 
ceal from the therapists the patients not 
receiving medication, but they did not know 
which patients were on placebo and which 
on perphenazine. For those cases who re- 
ceived “medication,” the number of cap- 
sules prescribed was increased by 50% and 
later by 100% if no improvement was noted 
at the 1 week and 3 week examinations, re- 
spectively. 

The treatment program, described in 
detail in the original publication(1), con- 
sisted of 5 sessions: an initial 60 to 90 
minute evaluation by a social worker who 
saw one or both parents and a simultaneous 
interview with the child by a psychiatrist, 
plus 4 half-hour treatment sessions for both 
parent and child at 1, 3, 7 and 11 weeks 
after intake. After the 7th week session, all 
medication was discontinued in order to 
permit a final evaluation of behavior with- 
out medication. 

Improvement scores were based upon the 
mother’s report to the social worker, an 
independent assessment obtained from the 
school, and the psychiatrist's impression 
from observation of the child. In our pre- 
vious study, we had found significant cor- 
relations between each pair of these 3 scores. 
In the present study, with a more scrupu- 
lous effort to have the psychiatrist make his 
evaluation without knowledge of the moth- 
er’s or the school’s report, the psychiatrist's 
score was found to be at variance with the 
home and school scores, whereas the home 
and school scores remained highly cor- 
related. The final decision as to improve- 
ment was made jointly by the psychiatrist 
and the social worker from a review of the 
available information from home, school 
and clinic, with greater weight given to 
home and school information than the im- 
pression gained from the clinical interview. 

Improvement was scored as “significant” 
when symptomatic change was sufficient to 
permit the child to effect a more satisfying 
interpersonal adjustment and as “mild” 
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when amelioration of symptoms occurred 
without a meaningful change in adjustment. 
For clarity of presentation, the category of 
significant improvement has been contrasted 
with a combined category representing both 
mild improvement and no change. This, in 
essence, imposes a demand for unequivocal 
change before a patient is classified as im- 
proved. 

As an independent check on the prognos- 
tic implication of the diagnostic categories, 
17 neurotic and 15 hyperkinetic cases, 
treated at the parent clinic by conventional 
outpatient psychotherapy during the same 
time of the year(2) as the experimental 
patients, were randomly selected from the 
files of the Children’s Psychiatric Service. 
Assignment to diagnostic category was 
based upon a study of the initial history 
and examination. After this determination 
had been made, the treatment interviews 
were examined at intervals corresponding to 
those employed in the experimental study 
in order to determine improvement. 


RESULTS 


The data were first examined by diag- ° 


nostic category. Table 4 indicates the re- 
sponse distribution for the experimental 
group at the 7th week. Two-thirds of the 
neurotic cases as opposed to one-third of the 
hyperkinetic cases demonstrated significant 
improvement, a difference significant at 
better than the 0.05 level of confidence. 


TABLE 4—1960 
Response as a Function of Diagnosis 
Experimental Subjects 


Improvement 
Diagnostic Category Significant Mild or None 


Neurotic 21 12 
Hyperkinetic 8 15 
29 27 

p<0.05 


A separate analysis of the record search 
of the clinic treatment cases, in Table 5, 
reveals similar but even sharper findings : 
70% improvement among neurotic versus 15% 
among hyperkinetic cases. 

Both the experimental and the clinic cases 
confirm our hypothesis that the diagnostic 
differentiation between “neurotic” and “hy- 
perkinetic” is a meaningful predictor of out- 


TABLE 5—-1960 


Response as a Function of Diagnosis 
Clinic Service Cases 


Diagnostic Category Mild or None — Total 
Neurotic 12 5 
Hyperkinetic 2 13 15 


Total 14 18 


p<0.01 by Exact Test from an exten- 
sion of Finney’s Table by R. Latscha 
(Biometrica 40, parts 1 and 2, June 
1953). 


Significant 


come in patients receiving brief outpatient 
treatment. 

In order to assess the effect of placebo 
administration on the impact of psychother- 
apy, Table 6 lists outcome for the experi- 
mental group by diagnosis and by treatment 
schedule. There do not appear to be any 
notable differences between the 2 treatment 
schedules, although the numbers are small 
and the finding cannot be considered as 
firmly established for this reason. 


TABLE 6—1960 
Response as a Function of Diagnosis and 
of Treatment in Experimental Subjects 


Diagnostic Category 
Agent 


Significant Mild or None Total 


Neurotic 
1, Psychotherapy 
Alone 13 
2. Psychotherapy 
plus placebo 12 
Hyperkinetic 
1. Psychotherapy 
Alone 
2. Psychotherapy 
plus placebo 


The homogeneity of the response rates in 
these 2 non-drug groups appeared to war- 
rant combining them into one category for 
contrast with the drug group in Table 7. 

For the neurotic patients, perphenazine 
appears to offer no advantage over the 
psychotherapy or placebo schedule. It 
should be borne in mind, however, that the 
improvement rate in the neurotic patients 
is so near ceiling in the placebo comparison 
groups that a drug would indeed have to be 
highly potent for its effect to be manifested. 

For the hyperkinetic patients, however, 
there does appear to be a suggestion of 
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TABLE 7—1960 
Assessment of Perphenazine 


Diagnostic Category Improvement 
Agent Significant Mild or None 


Neurotic 
1. Perphenazine plus 
psychotherapy 
2. Psychotherapy 
with or with- 
out Placebo 
Hyperkinetic 5 
1. Perphenazine plus 
psychotherapy 11 
2. Psychotherapy 
with or with- 
out Placebo 2 10 12 


benefit from perphenazine beyond the 
placebo effect. A current double-blind study 
of perphenazine and matched placebo in 
hyperkinetic patients should serve to pro- 
vide more definite information.® 


TOXIC REACTIONS 


Complaints about side effects were noted 
in 6 of the 19 patients on perphenazine and 
in 2 of the 17 on placebo. Seven of the 8 
complaints were limited to drowsiness 
which remitted without change in dosage. 
The one toxic reaction of consequence oc- 
curred in a hyperkinetic child on perphena- 
zine ; he developed torticollis and marked 
drowsiness, both of which disappeared 
when the dose was reduced from 8 mg. to 
4 mg. per day. 


Discussion 


In two experimental investigations and 
one retrospective study, a significant differ- 
ence has been demonstrated in the clinical 
response of children with “hyperkinetic” 
and “neurotic” reaction patterns. The regu- 
larity of the finding is emphasized in Table 
8 in which the clinical results from the 3 
studies are summarized. With the possible 
exception of the hyperkinetic service pa- 
tients, about whom we shall comment in a 


5 Thus far (Jan. 1961), 39 additional hyperkine- 
tic subjects, 19 on perphenazine and 20 on placebo, 
have been processed in this new study. An analysis 
of the results indicates that the “suggestive” find- 
ings noted above were a function of random 
variation ; when the 39 new patients are added to 
the 23 reported in this paper, the outcome of the 
placebo series is identical with that of the per- 
phenazine series. These findings will be reported 
in greater detail(13). 


later paragraph, the mean improvement 
scores for each reaction type are strikingly 
consistent from one study to another. 


TABLE 8 
Three Studies Contrasted 


Diagnosis & Study 


Neurotic—1959 
Neurotic—1960 
Neurotic—C.P.S. 


Hyperkinetic—1959 
Hyperkinetic—1960 
Hyperkinetic—C.P.S. 


If we combine the results of the three 
studies, a step that would appear permis- 
sible in view of their similarity, it can be 
seen in Table 9 that the 2 syndromes behave 
in almost diametrically opposed fashion. 
The chi square for the table is 16.78, which 
is highly significant (p<0.001). 


All Neurotic Cases 
All Hyperkinetic Cases 


It might be contended that the magnitude 
of the difference, though great, is simply an 
expression of the investigators’ anticipations 
which unwittingly colored their evaluations 
of change. Three considerations militate 
against this possibility. First, we did not 
anticipate this sharp difference in outcome 
at the time of the first study, whose findings 
became evident only when the results were 
tabulated. Second, the several residents 
who treated the service cases were not 
familiar with the hypothesis. Third, the 
difference in outcome was clearly evident 
in the school teachers’ ratings of both ex- 
perimental groups. 

The predictable relationship between out- 
come and reaction type emphasizes the im- 
portance of diagnosis(4). It may well be 
that one factor in the disenchanting results 
regularly obtained in efforts to evaluate out- 
patient treatment(5) arises from the failure 
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to contrast treated and untreated cases with- 
in each diagnostic category rather than for 
a heterogeneous assemblage of patients 
whose initial diagnostic characteristics are 
not segregated (6). If our findings are valid, 
then it is clear that mere differences in the 
proportions of hyperkinetic and neurotic 
cases assigned to treatments x, y and z 
could result in entirely spurious evidence in 
favor of one over another. 

The poorer outcome of the hyperkinetic 
children treated as service cases as com- 
pared with those in the experimental study 
may, of course, be an adventitious differ- 
ence. However, a study of the drop out rates 
is instructive in this regard. As might be 
anticipated, the drop out rate for neurotic 
cases did not exceed 5% in any group. How- 
ever, the rate of drop outs for the hyperkine- 
tic cases by the third month was 60% for the 
service cases whereas it was less than 10% 
for both experimental groups. It is our clini- 
cal impression that this difference resulted 
from the emphasis on time-limited and 
goal-limited therapy in the experimental 
study as contrasted with the conventional 
open-ended approach. This suggests the un- 
suitability of the model of the treatment of 
neurosis in the approach to the treatment of 
hyperkinetic syndromes. 

The indifferent response of hyperkinetic 
children to short-term psychotherapy with 
or without accompanying placebo may re- 
flect the presence in this group of a core 
of cases with an organic syndrome of “con- 
stitutional” or traumatic etiology(7). It is 
significant in this regard that Pasamanick 
and his co-workers(8) have found a higher 
incidence of complications of pregnancy and 
parturition in the birth records of children 
with behavior disorders, a finding that was 
most striking for those cases classified as 
“hyperactive, confused, and disorganized.” 
Moreover, O’Neal and Robbins(9) found a 
much higher rate of adult psychiatric dis- 
ability in the later careers of children with 
aggressive behavior disorders than of neu- 
rotic children, although their categories and 
ours do not correspond completely. 

It would appear that hyperkinetic chil- 
dren are a population at risk for psychiatric 
disability and yet are less likely to be taken 
on as treatment cases by most child psychi- 
atry clinics because of their unsuitability for 


the preferred mode of treatment ; namely, 
psychotherapy(10). This highlights the im- 
portance of research with a variety of treat- 
ment methods, among which pharmacother- 
apy would appear to have a high priority. 
Rather than contenting ourselves with treat- 
ing what we know how to treat but may be 
less in need of treatment, we should search 
for methods of reaching those who seem 
refractory to present techniques and con- 
stitute a reservoir of psychopathology(10). 

Our results with the neurotic reaction 
patterns are consistent with the general 
clinical impression of the effectiveness of 
outpatient therapy for psychoneurosis. We 
are currently investigating measures to pro- 
vide a comparable untreated control group 
of neurotic patients in order to assess the 
extent to which spontaneous remission of 
symptoms may account for these findings. 
But, at the least, the good symptomatic re- 
sult from short-term therapy, sustained at 
re-evaluations 6 and 18 months after termi- 
nation of treatment, suggests the desirability 
of a short-term focus in mental hygiene 
clinics in order to reach a larger number of 
patients than is possible when long-term 
treatment pre-empts scarce professional 
time(11). 

Indeed, it is conceivable that long-term 
therapy for all but severe psychiatric dis- 
orders may increase disability by fostering 
dependency and by permitting, if not en- 
couraging, the patient to focus on pathology. 
Other studies have indicated that a time 
limit hastens the therapeutic process(12), 
perhaps by necessitating an emphasis on 
the mobilization of assets. In essence, the 
patient and his family are being encouraged 
to assume responsibility, and are being re- 
assured as to their competence to do so, by 
the emphasis on time-limited treatment. 

The prompt and usually satisfactory re- 
sponse of neurotic cases to brief psychother- 
apy leaves little room for any but the most 
remarkable drug to demonstrate its effects. 
Whether drugs or placebo alone might be 
effective where even brief psychotherapy is 
unavailable is a question that deserves ex- 
ploration although it is methodologically 
difficult to exclude the impact of the doctor- 
patient relationship. On the other hand, it is 
clear that the unsatisfactory results with the 
hyperkinetic behavior disorders necessitate 
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a search for pharmacologic and other thera- 
peutic agents. We are in the process of ex- 
tending our current suggestive findings with 
perphenazixue by pursuing its use in a larger 
series of cases and are inaugurating a study 
of agents with contrasting chemical pro- 
perties. 


SUMMARY 


Pediatric patients with neurotic and hy- 
perkinetic reaction patterns have been 
treated experimentally on one of 3 sched- 
ules: (a) brief psychotherapy, (b) brief 
psychotherapy plus placebo, (c) brief psy- 
chotherapy plus perphenazine. Analysis of 
the clinical response rates has led us to the 
following conclusions : 

1. Children with neurotic symptomatology 
show a prompt and enduring response to a 
brief program of psychotherapy at a level of 
improvement (60-70%) that is significantly 
greater than that attained by children with 
hyperkinetic syndromes (15-40%). 

2. No evidence was obtained for any en- 
hancement of the response to brief psycho- 
therapy from the addition of placebo medi- 
cation. 

3. We were unable to demonstrate a 
significant difference between response to 
placebo and to perphenazine when adminis- 
tered concomitantly with psychotherapy. 

The implications of these findings have 
been discussed. 
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PURPOSE OF STUDY 


The purpose of this study was to de- 
termine the therapeutic effectiveness of a 
new psychopharmacologic agent, a pipiridyl 
phenothiazine, No. 2445, in the treatment 
of chronic schizophrenic patients who ex- 
hibit various degrees of withdrawn behav- 
ior. The study was also designed to de- 
monstrate the feasibility of collaboration 
between a central research bureau and the 
service staff of a state hospital. 


METHOD OF STUDY 

The series included 47 patients, 23 males 
and 24 females, with a clearly established 
diagnosis of schizophrenia. Their ages 
ranged from 24 to 68 years. Chronicity, in 
terms of hospital residence, ranged from 
2 years 3 months to 38 years 6 months. 
This biased sample was divided into 2 sub- 
groups of 16 patients each, 8 males and 8 
females, and one subgroup of 15 patients, 
7 males and 8 females. (This third group, 
diagnosed as Group I, or mildly withdrawn, 
had its 8th male drop out at the beginning 
of the study because of persistent weight 
loss during the baseline evaluation). The 
3 groups represented degrees of withdrawn 
behavior in terms of the following criteria : 
Group I—mild, Group Il—moderate, Group 
I1I—severe. 

The selection of the patients was made by 
going through various wards, speaking with 
ward personnel, interviewing patients and 
choosing those who would best fit the de- 
sired categories. Their records were then 
checked to assure that the diagnoses and 
length of hospital stays fitted the needs of 
the experimental design. In this way we 
felt our selection of patients was more 
accurate. 


1 Read at the 116th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Asst. Med. Dir., N. J. State Hospital, Marl- 
boro, N. J. 

3 Director, Bureau of Research in Neurology and 
Psychiatry, State of N. J., Princeton, N. J. 


1094 


A RESEARCH MODEL FOR THE EVALUATION OF THE EFFECT 
OF PSYCHOPHARMACOLOGICAL AGENTS ' 


DAVID W. McCREIGHT,? M.D., NOLAN D. C. LEWIS, M.D., 
MORRIS REBY, M.D., ann JOSEPH M. TOBIN, M.D.* 


The design included 5 phases : Phase I— 
baseline studies ; Phase II—comparison of 
placebo and active treatment groups ; 
Phase III—active treatment of all patients ; 
Phase IV—reinstitution of a comparison of 
active treatment and placebo groups ; Phase 
V—post-treatment evaluation. 

Phase I. Baseline studies were conducted 
after the patients had been off all medica- 
tion for 1 month. These studies were contin- 
ued over a period of 2 months during which 
the patients were still off medication, and 
a second baseline rating was made at the 
end of this time. 

The studies included observations made 
by psychiatrists, nurses and psychiatric 
technicians, and laboratory determinations 
by laboratory technicians. The psychiatrists 
were responsible for the psychiatric, physi- 
cal and neurological evaluations. They also 
completed the Wittenborn Psychiatric Rat- 
ing Scale, the Wittenborn Supplement for 
Chronic Schizophrenic Patients and the 
Standard Mental Status. The nurses were 
responsible for physiological studies such as 
TPR, blood pressure, weight, appetite, sleep 
and bowel habits. In addition, the nurses 
and psychiatric technicians made the obser- 
vations for the Burdock Ward Behavior 
Rating Scale. Two sets of these ratings 
were made at each evaluation period. They 
were made independently for each patient 
by a nurse and a technician. 

Phase II. At the start of the treatment 
period, one-half of the patients, Group A, 
were given the active compound 2445 and 
one-half, Group B, received the identical- 
appearing placebo. This was administered 
by double-blind procedure so that 50% of 
each subgroup received the active com- 
pound. The dosage schedule for the first 
week was 20 mg. b.i.d.; the second week, 
20 mg. t.id., increased to 40 mg. t.id. for 
the remaining 6 weeks of this treatment 
period. At the end of this 8-week period, 
all baseline studies were repeated. 

Phase III. All patients received the active 
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compound for 16 weeks. During this phase 
the dosage schedule was gradually in- 
creased to a maximum dose of 80 mg. t.i.d. 
for a period of 2 weeks, a total of 240 mg. 
daily, then reduced for 2 weeks to a dosage 
of 60 mg. t.i.d., and for the remainder of this 
period a dosage of 50 mg. t.i.d. was main- 
tained. During this period of active treat- 
ment of all patients, the total daily dosage 
varied from 120 mg. to 240 mg. with all 
patients maintained during the final 4 weeks 
of Phase III on a total daily dosage of 150 
mg. At the end of this period all baseline 
studies were repeated. 

Phase IV. The original active treatment 
and placebo groups were reinstituted on a 
fixed treatment schedule of 50 mg. b.i.d. 
for Group A. At the conclusion of this 
phase, all baseline studies were repeated. 

At the conclusion of Phase [IV Group A 
had been under continuous active treat- 
ment from September 9, 1959 until April 8, 
1960, or approximately 7 months. Group B 
had been on placebo treatment for 8 weeks, 
on drug treatment for 16 weeks, and on 
placebo treatment for the final 4 weeks. 


The most noticeable side effect was 
extrapyramidal symptoms manifested main- 
ly by rigidity of extremities, masked facies, 
slow deliberate gait, retardation of verbal 
responses and increase in salivation. These 
symptoms were observed in 10 of the 16 
female patients in the mild and moderate 
groups during the period when all patients 
were receiving maximum medication. 

One Group A male patient classified as 
mildly withdrawn, developed oculogyric 
crises during the initial medication period. 
This was controlled by Akineton. This same 
patient was off medication for 2 days prior 
to Phase IV and following his second dos- 
age of 50 mg. of the drug he again devel- 
oped oculogyric crises. This, I believe, can 
be attributed to an individual idiosyncrasy 
te the drug. 

One Group B female patient classified as 
moderately withdrawn, had a reactivation 
of an acute catatonic stupor which required 
force feeding. This reaction set in after 
Phase III when all patients had been re- 
ceiving medication. The reaction of this 
patient was so severe that she remained in 


a kneeling, prayerful position most of the 
time and it was necessary to remove her 
from the project. 

In the severely withdrawn and older age 
group, 3 Group B, or placebo group, fe- 
male patients died as a result of severe 
respiratory disease during an influenza epi- 
demic. One Group A female patient diag- 
nosed as mildly withdrawn had a kypho- 
scoliosis and died during the same epidem- 
ic. Post-mortem examination on this patient 
revealed a very poorly developed cardio- 
vascular system. 


RESULTS 
Physiological. Among the women in both 


Groups A and B there was a general and 
moderate leucopenia varying between 500 
and 1000 reduction of the white blood cells. 
This was revealed in the testing period at 
the end of Phase III when all patients were 
on active treatment, and was apparent 
rather than real. 

Metabolic and Biochemical. There were 
no significant changes in weight, blood pres- 
sure, sleep patterns, appetite or bowel habits 
in any of the patients on the physiological 
evaluations. One male patient in Group A 
showed a persistent 1 to 2+ sugar in the 
urine. However, all of his blood sugar 
determinations were within normal limits. 
Liver studies showed no essential changes. 

Neurological. The only neurological find- 
ings were extrapyramidal symptoms de- 
scribed under Side Effects. 


BEHAVIORAL 
1. Burdock Ward Behavior Rating Scale. 


This Scale provides a measure of severity of 
illness and an index of response to treat- 
ment for mental patients. The Scale consists 
of 150 items drawn from 3 categories of 
observation. These categories are appear- 
ance and deportment, behavior in verbal 
context and adaptation to ward routine. 
The items were constructed so as to reflect 
observable units of behavior. They describe 
such activities as facial expression and 
grooming, eating and toilet habits, physical 
status, attitudes, cooperativeness, communi- 
cal, vocalization and speech patterns, inter- 
personal relations, hostility, or aggressive- 
ness, mannerisms, affect and _ special 


symptoms. 
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Two baseline Ward Behavior Rating 
Scales were completed making a total of 
5 such ratings. At each of the 5 periods 2 
ratings were received for every patient, from 
2 different observers. Ratings for the male 
patients averaged 90% reliability and for the 
female patients 65% reliability. 

Among the males, there was a significant 
rise in the mean scores of Group A from 
the first to the final rating. Group B simil- 
arly showed a significant rise in the mean 
scores from the second rating period (end 
of placebo treatment) to the fourth rating 
period (end of drug treatment). Among the 
females the differences between these rating 
periods were not significant. However, over 
the various periods a slight trend to in- 
crease mean scores is apparent among 
Group A, whereas the mean scores for 
Group B fluctuate, showing no consistent 
trend. 

The item analysis on this rating scale is 
as yet incomplete. We therefore do not 
know the areas in which improvement 
occurred. 

2. Clinical Evaluations by Doctors and 
Nurses. Clinical evaluations were made at 
the end of Phase III, the period during 
which all patients received the drug, and at 
the end of the study. At the end of Phase III 
2 female patients in Group A were rated 
much improved. At the end of the project 
one of these patients was rated as being 
worse because of increased aggressiveness 
on the ward. At the end of Phase III of 4 
female patients in Group A rated as slightly 
improved only 2 retained this rating at the 
end of the project. One patient was rated 
as being worse at the end of Phase III. 
Four patients were rated as being worse at 
the end of the project. One male patient 
in Group A was rated as much improved 
both at the end of Phase III and at the 
end of the study. Two male patients in 
Group A rated as slightly improved by both 
doctor and nurse at the end of Phase III 
maintained this iraprovement at the end 
of the study. None of the males in this 
group was rated as being worse at the end 
of either Phase III or at the end of the 
study. 

The clinical evaluation of the women in 
Group B at the end of Phase III shows 2 
female patients much improved. At the end 


of the project, after being put back on the 
placebo, 1 of these females was described by 
both the doctor and nurse as being worse. 
Of the 5 females in this group rated as 
slightly improved at the end of Phase III, 
there was agreement on the slight improve- 
ment of only 2 of these 5 at the end of the 
study. 

At the end of Phase III one male pa- 
tient in Group B was rated as being slightly 
improved by both doctors and nurses. At 
the end of the project 2 patients were rated 
as showing slight improvement. None was 
rated as being worse. 


To sum up, 1 male patient in Group A 
was rated as much improved ; 4 patients in 
Group A, 2 males and 2 females, were rated 
as slightly improved and 4 female patients 
in this group were rated as having become 
worse. In Group B, 4 patients, 2 male and 
2 female, were rated as slightly improved 
and 1 female patient in this group was rated 
as having become worse. 


PSYCHIATRIC EVALUATION 


1. The Wittenborn Psychiatric Rating 
Scale and the Wittenborn Chronic Supple- 
mental Scale showed no significant improve- 
ment or deterioration in either treatment or 
placebo group between their baseline and 
final evaluations. 

2. The Standard Mental Status—Chronic 
Schizophrenia Profile consists of a checklist 
for items in categories such as personal 
appearance, observable behavior, emotional 
behavior or affective processes, speech and 
intellection or thought processes. Of the 115 
items appearing in this form, 4 were found 
to be of statistical significance when com- 
parisons were made of patients’ profiles on 
the baseline and final evaluations. 

An item described as “irrelevant responses 
to questions” showed some significant im- 
provement in the treatment group, of whom 
10 patients, 5 men and 5 women, showed 
improvement. 

In an item rating ability to obtain and 
maintain attention, significant improvement 
was found in 5 patients in the drug group. 
This improvement appeared in 4 females 
and 1 male. 

In an item evaluating inappropriate af- 
fective responses, a significant improve- 
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ment was found in 9 patients in the treat- 
ment group. Six of these were females and 3 
were males. A partial explanation for this 
factor of apparent improvement may be 
found in the high incidence of extrapyram- 
idal symptoms among the female patients. 

In an item evaluating vagueness of verbal 
response a significant increase was noted 
in both treatment and placebo groups. 
Twenty-four patients, 13 in the placebo and 
11 in the treatment group, showed an in- 
crease of this symptom. 


Discussion 


This study was designed, in part, to as- 
certain the feasibility of using a state hos- 
pital setting and regular staff personnel 
on a research project in conjunction with 
a central Bureau of Research. The central 
Bureau of Research provided certain facili- 
ties and services which cannot be main- 
tained by the average state hospital. It pro- 
vided assistance in research design, periodic 
review of the evaluations made by the 
hospital staff and facilities for data proc- 
essing. Biometric departments and special 
laboratory facilities needed in this type of 
research cannot be provided by most state 
hospitals whose main concern is the care 
and treatment of patients. 

The hospital staff continued with its 
normal routine duties in addition to con- 
ducting the evaluations for this study. The 
staff personnel involved had been working 
on these wards for 6 months to one year 
prior to the beginning of this study. We 
therefore eliminated the influencing factor 
of introducing new personnel to our study 
group. 

The patients were allowed to remain in 
their accustomed environment and were not 
transferred to a special research ward or 


building. Those among the mildly with- 
drawn patients who had been previously 
assigned to ward duties and occupational 
therapy were continued in these activities. 
Medications were given to these patients at 
the same time as medicines were given 
other patients. We thus minimized the 
effects of special attention and so lessened 
the distinction between our research pa- 
tients and the rest of the ward population. 

Our research indicates that it is not neces- 
sary to maintain a special ward or building 
for research. It was quite possible to select 
patients and maintain them in their accus- 
tomed environment with no undue disrup- 
tion of ward routine. The fact that behavior- 
al disturbances showed no increase during 
the baseline study indicates that it is pos- 
sible to eliminate all chemotherapy for 
a period of 3 months and still maintain 
patients in their usual environment. The 
use of regular ward personnel in research 
procedures was also proven feasible How- 
ever, it does require careful selection of 
such personnel on the basis of interest, 
responsibility and reliability. 

With our experience of having 4 or 5 
separate rating periods at which times we 
used 4 different rating scales, it became 
clear that a major need is for revision of 
our present tools for evaluating chronic 
schizophrenic patients. 


SUMMARY 


Our results indicate that minimal results 
were obtained from the use of this drug in 
our study of 47 patients. 

The study has also indicated that the 
design and methodology used in this re- 
search provided an acceptable basis for 
collaboration between a central Bureau of 
Research and a state hospital staff. 
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CERTIFICATION IN CHILD PSYCHIATRY UNDER 
THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY * 


FREDERICK H. ALLEN, M.D.* 


In February, 1959, the American Board 
of Psychiatry and Neurology made an im- 
portant decision for the entire field of Amer- 
ican psychiatry. They gave formal recog- 
nition to child psychiatry as a sub-specialty 
in psychiatry and implemented this decision 
by appointing a committee of 6 psychiatrists 
who were recognized as experienced in this 
field. This committee was responsible for 
setting up standards and procedures for the 
certification of those psychiatrists who met 
the minimal standards of experience and 
training. It was clear from the outset that 
this committee of 6 was to function within 
the framework of the parent board. It is not 
an independent group, but as I shall bring 
out, the committee has had the full and 
wholehearted support of the Board, and has 
been free to set up its standards under 
which it has functioned. The committee 
wishes to give particular credit to the lead- 
ership of Dr. Francis Gerty, who, as Presi- 
dent of the Board, played such an important 
part in bringing this to fruition, and to Dr. 
Boyd whose work with this committee has 
been invaluable in guiding us in getting 
underway. 

This decision gave a new and important 
professional status to child psychiatry. It 
was preceded by a long and, at times, turbu- 
lent process. A belief was held by many psy- 
chiatrists that child psychiatry was not a 
sub-speciality and that any well trained 
psychiatrist was, by this fact, to be regarded 
as competent in all phases of practice. The 
need for special training, therefore, was not 
widely accepted. Many psychiatrists feared 
that the recognition of a sub-speciality 
would weaken and fragment the profession. 
The opposite will result from the decision of 
the American Board if this decision has the 
full support of qualified child psychiatrists 
and is responsibly administered. 

A brief statement of some elements in the 


1 Read at the 116th annual meeting of the 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 
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history of child psychiatry may help to a 
better understanding of some of the honest 
doubts and questions that had to be settled 
before the Board could take this action. 

Influences from many sources, medical 
and non-medical, gave impetus to the need 
to gain and apply in clinical settings a deep- 
er understanding of the childhood period 
and the emotional problems that arose. 
Some of these forces emerged out of the 
more dynamic psychiatry which recognized 
that adult disturbances were rooted in the 
early period of life. The childhood period 
was presented through the disturbed per- | 
spective of the adult patient. Important as 
this was, there was a growing awareness 
that the child, living and growing in a 
family, needed to be understood out of him- 
self and that clinical facilities had to be 
set up to help him and his parents. 

Other forces were in action: changes in 
child welfare practices, developments in 
new educational procedures and more en- 
lightened procedures in our Juvenile Courts. 
All served to heighten the need for develop- 
ing new procedures and a different type of 
clinical setup. The work of Healy in Chi- 
cago, stressing the need to understand the 
individual, opened up another need, i.e., for 
a real collaboration between professional 
groups, the psychologist, the social worker, 
the psychiatrist, the pediatrician. Each of 
these professions needed to find an effective 
way of working together, all pooling their 
separate skills to gain a deeper understand- 
ing of the child, not as an isolated person, 
but as a living, adapting, growing organism. 
This type of real collaboration was new in 
those days and around this fact developed 
many of the resistances to child psychiatry 
as a sub-speciality. Clinics were under sus- 
pect of being social agencies and not medi- 
cal facilities. 

The Commonwealth Fund of New York 
entered this new and exciting field in the 
early twenties working through the National 
Committee of Mental Hygiene. They spon- 
sored the development of special clinics to 
diagnose and heal the emotionally disturbed 
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child and her family. While the early em- 
phasis was on delinquency and its preven- 
tion, the clinics soon developed a broader 
purpose. 

These clinics, designated as “Child Guid- 
ance Clinics,” provided the first opportunity 
for the professional collaboration of the 
different disciplines. But it is significant 
that while these clinics emerged out of com- 
munity concerns and less out of hospitals or 
medical schools or existing psychiatric serv- 
ices, they did turn to the medically trained 
psychiatrists for leadership. In those early 
days, there were no trained child psychia- 
trists; they had to grow with this infant 
field. 

However, these clinics have provided over 
the years the first organized training pro- 
gram. They have joined hands in a National 
Association to develop clinic standards and 
have gradually determined what is needed 
for the training of professional personnel, 
especially the psychiatrists. 

Gradually the field of child psychiatry 
began to emerge and as more psychiatrists 
were trained in special skills, the move that 
culminated in the decision of February, 


1959, began to have more impetus. Within 
the American Psychiatric Association new 
developments furthered the recognition of 
this field. One of the earlier committees in 
this organization included in one group, the 
problem of the mental defective and the 
growing field of child psychiatry. Both fields 


with their interrelated interests needed 
special attention and the Committee of 
child psychiatry was formed. 

The Group for the Advancement of Psy- 
chiatry, when first formed, had a committee 
on prevention and included all the interests 
of child psychiatry. The resistances encoun- 
tered in setting up a special committee on 
child psychiatry served to indicate the ex- 
tent of a belief that there was no special 
field. This committee was formed over the 
protests of many. 

The thoughtful reports coming from 
G.A.P. and from the deliberations of the 
APA Committee on Child Psychiatry have 
played an important part in giving pro- 
fessional status to this field. When the Coun- 
cil of the APA finally approved its Com- 
mittee’s report that this was a specialized 
field needing special training for psychia- 


trists, a real barrier was removed which 
cleared the way for the decision of the 
American Board. 

Child psychiatry has been influenced by 
developments in the psychoanalytic field 
with the emphasis on child analysis. In turn, 
the developments in child psychiatry have 
influenced this related field. Together they 
have moved ahead to a deeper understand- 
ing of the child both as a biological and a 
social being, growing up in a family. 

As our clinics for the emotionally dis- 
turbed children refined their techniques, 
they have come into closer affiliations with 
other medical facilities, particularly pedi- 
atrics. The relation between these two medi- 
cal specialities would require a separate 
paper. It was not an easy relation but the 
maturing of both, each operating out of its 
own professional opportunities, has brought 
them into closer relation to each other. 

This is a brief statement of how child 
psychiatry has emerged and how it now has 
the professional status of a psychiatric sub- 
speciality. The committee appointed to im- 
plement this decision is having a hard but a 
rewarding task. This will be a report of a 
year’s activity : 

The first requirement for certification is 
that the applicant be a diplomate of the 
American Board. This is essential as we are 
not setting up Child Psychiatry as a separate 
profession. All those certified to date, with a 
few outstanding exceptions, have met this 
basic requirement. 

The committee has | een operating on the 
following requirements for 2 classes of ap- 
plicants. Those whose major interests and 
activities, prior to 1950, have been with 
children and adolescents, may apply for 
certification on record and without examina- 
tion. The committee has made every effort 
to be fair and liberal in evaluating their 
experience and training before 1950 and 
to date has certified 110 on this basis. Since 
the committee is concerned with those can- 
didates currently in this field of practice, we 
have required that those who were pre- 
viously in this field and who left it for other 
professional work, should indicate in this 
application that they have returned to this 
field for at least 2 years preceding applica- 
tion. The committee reserves the right to 
withhold certification on record for those 
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whose qualifications are in doubt, and 
recommend them for certification after suc- 
cessfully passing the examination. This 
group has presented many difficulties to the 
committee which has made every effort to 
be fair. 

The second group of candidates are those 
who have completed acceptable training 
since July 1950. This is an approximate date. 
For example, those who completed their 
training in September would be accepted 
for examination. The committee has ac- 
cepted a 6-year sequence : 2 years’ training 
in basic psychiatry, 2 in child psychiatry, 
and 2 for experience. Those psychiatrists in 
the 3-year training programs required by 
the American Board of Psychiatry and Neu- 
rology may spend one of those years in 
child psychiatry in a training program ap- 
proved by both Board and committee. Each 
candidate is individually evaluated on the 
basis of the competency of his training. 
Then with the additional year of approved 
residency training in child psychiatry and 
with the required 2 years of experience, the 
applicant will be eligible for examination. 

The committee had the difficult but im- 
portant problem of determining how credit 
could be given for pediatric training. The 
committee recognized the importance of 
pediatric training for a child psychiatrist, 
without making this training mandatory, 
which some pediatricians wanted. The com- 
mittee has stated that it is desirable that psy- 
chiatrists have, as a part of their training, 
experience in pediatrics. In October 1959, 
2 members of the child psychiatry commit- 
tee, the President and the Executive Direc- 
tor of the American Board of Psychiatry and 
Neurology, met with 3 representatives of 
the American Board of Pediatrics. A full 
day was given to the discussion of this prob- 
lem, focusing on the question of whether 
pediatric training could be substituted for 
the 2 years of training in basic psychiatry. 
The child psychiatry committee held to the 
importance of basic psychiatric training and 
agreement was reached finally on the fol- 
lowing basis: those candidates who have 
had 2 years of appropriate pediatric training 
can offer such training as experience. This 
means that an applicant with this training 
will take 2 years of basic psychiatry and 2 
years of child psychiatry and be eligible for 


examination. This represents an important 
concession of the American Board of Psy- 
chiatry and Neurology who have agreed to 
admit these candidates to the basic examina- 
tion in order to become a diplomate. 

The committee also agreed to have a 
representative from the American Board of 
Pediatrics serve as a full member on the 
child psychiatry committee, as a non-voting 
member. Dr. Hughes has served in this 
capacity. 

In carrying out its responsibility the com- 
mittee considered the type of examination 
that should be set up. The decision was to 
start with a written examination to be 
followed by an oral. Two written examina- 
tions have been held in different parts of 
the country ; 105 were approved for this ex- 
amination, 73 have taken it. We found that 
the written examination needed to be fol- 
lowed by an oral and have allowed all who 
took this first part to take the second. The 
oral examination was held in Chicago, April 
25 and 26, with the following results: All 
73 child psychiatrists who had taken the 
written examinations took the oral examina- 
tion and 58 were passed as qualified. 

After the oral examination was completed, 
the committee discussed the problem of giv- 
ing both a written and oral examination. 
The value of the dual system could now be 
objectively studied after a full discussion. 
The committee concluded that the oral ex- 
amination covering the following 6 areas 
was most comprehensive : 1. Normal growth 
and development ; 2. Clinical problems of 
the pre-school child ; 3. Clinical problems 
of the school-age child ; 4. Clinical problems 
in the adolescent period ; 5. Inter-profession- 
al and community relations ; and 6. History 
of, and literature in, child psychiatry. 

Comparing the results of the 2 examina- 
tions, the committee has decided to drop the 
written examination and give in future only 
the oral. 

Another important assignment to the com- 
mittee is the evaluation of every training 
facility in the United States offering training 
in child psychiatry. To do this, the commit- 
tee has drawn up an application form which 
has been sent out to all known facilities 
stating the purpose of the questionnaire and 
inviting them to make application to the 
committee if they felt they were qualified 
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and wanted to be considered as an approved 
training facility. The committee hopes to get 
a full quota of requests. If this happens, we 
will have the most complete list of training 
facilities, so much needed if the training 
listed by applicants is to be appraised for 
the training they have had. 

As the facilities are approved by the com- 
mittee, more will be accomplished. Training 
facilities in child psychiatry will become a 
recognized part of the extensive medical 
network in the various specialities under the 
Medical Specialities Board. We anticipate 
having the assistance of the Council of Med- 
ical Education and of hospitals in this en- 
deavor. To further this, the committee has 


prepared a brochure which will be accepted 
by the medical speciality board as the basis 
of an inspection. We have been in a sound 
position to make clear what constitutes a 
good training program. 

The fervent hope of the committee is that 
all qualified child psychiatrists in this coun- 
try will avail themselves of the opportunity 
to join the family of certified child psychi- 
atrists. By doing so, they lend important 
support to this move to give professional 
status to this growing field. Each one apply- 
ing makes this move more effective and in- 
sures the future of our important field of 
professional practice. 
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The primary problem in psychiatric re- 
search often revolves around the reliability 
of the psychiatric evaluation of the patients. 
Unless different psychiatrists will agree as 
to the clinical characteristics of these pa- 
tients, any other studies done with the 
intention of relating them to these char- 
acteristics become incapable of comparison. 
For instance, it is useless to study the blood 
sugar levels in schizophrenics if a significant 
degree of agreement cannot be reached as 
to who is schizophrenic and who is not. 
The present study was conducted as part 
of a large research investigation of schizo- 
phrenia carried out under the joint auspices 
of the University of Michigan and the 
Ypsilanti State Hospital; and was aimed 
towards an inquiry into the factors influenc- 
ing the reliability of the psychiatric exami- 
nation. 


RECORDING OF DATA 


The frame of reference most commonly 
used by psychiatrists in evaluating their pa- 
tients, particularly in a state hospital setting 
as in the present case, is the mental status 
examination. Outlines for such examinations 
are to be found in practically every text- 
book of clinical psychiatry, as well as in 
several volumes dealing expressly with this 
subject. It was therefore considered wise to 
begin our inquiry within this standard 


1 Read at the 116th annual meeting of the 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 From the University of Michigan and Ypsilanti 
State Hospital, Joint Research Project on Schizo- 
phrenia and Psychopharmacology ; and the De- 
partment of Psychiatry, University of Michigan 
Medical School. 

This study was supported by USPHS grants 
MY 1971 and MY 1972; R. W. Gerard, Principal 
Investigator. 

3 Ass. Prof. of Psychiatry, University of Michi- 
gan. 

4 Lecturer in Psychology, University of Michi- 


gan. 
5 Clinical Director, Ypsilanti State Hospital 
6 Research Director, Ypsilanti State Hospital. 
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A STUDY OF THE RELIABILITY OF THE MENTAL 
STATUS EXAMINATION ? 


N. ROSENZWEIG, M.D.,? S. G. VANDENBERG, Pu.D.,* K. MOORE, M.D.,® 
anv A. DUKAY, M.D.° 


framework. Consequently, a form was pre- 
pared which incorporated the majority of 
items included in the mental status. This 
form underwent several revisions as the 
result of clinical trials with its use, and as 
it was finally developed and used in this 
study, it included, in addition to the usual 
mental status items, various items pertain- 
ing to certain psychodynamic questions re- 
garding the patient's personality, defense 
mechanisms, etc.” 

In constructing the form, attention was 
given to the problem of recording data in 
a way which would enable it to be coded 
and processed by the IBM 650 digital 
computer. Needless to say, without the 
services of the computer the vast number 
of correlations involved in a study of this 
sort could not have been attempted. 

It was necessary, then, to reduce the 
mental status items to a series of questions 
calling for concrete statements, in contrast 
with the usual clinical method of describing 
the mental status characteristics in narrative 
fashion. Two major approaches to this prob- 
lem presented themselves, and it was de- 
cided to incorporate both approaches in 
the current form in order to permit an 
examination of the relative effectiveness of 
each in the clinical setting. 

The first approach involves framing the 
questions in terms of degree of magnitude 
of a trait or characteristic, and calls for a 
judgement of the relative intensity of pres- 
ence of such characteristics along a linear 
numerical scale { Figure 1). 

There are many items of the conventional 
mental status which cannot readily be 
treated in this fashion, either because they 
are absolute (such as male vs. female) or 
mutually exclusive comparisons (again male 
vs. female), or represent a choice between 


7 As finally adopted, the form included 30 scale 
items and 29 categorical items which were also 
used in a form to score Rorschach data on these 
patients. Comparison of Rorschach and Psychiatric 
scorings will be reported elsewhere (Vandenberg 
& Rosenzweig, 1960). 
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of Scale Items 
1. Liability of Affect 
1 2 


hyper 


3 4 


normal blunted flat 


2. Extent of Interpersonal Contact 
1 2 3 


a 5 


gregarious normal seclusive 


3. Tension 
1 2 3 4 5 
relaxed tense restless _ agitated tremulous 


This is the usual “rating scale’ approach, and the items 
treated in this fashion in the present study will be referred 
to as ‘‘scale items.” 


statements not linearly related (such as 
facial expression and participation in inter- 
view) (Figure 2). Some items could have 
been presented in terms of a linear scale, 
but it was felt that the frequency of their 
occurrence was limited or questions of 
intensity were not sufficiently relevant to 
warrant the expansion of the form and total 
number of questions necessary to include 
them as “scale items.” 

Thus, a series of questions was prepared 
calling for categorical judgements regard- 
ing the presence or absence of certain 
characteristics (yes-no judgements) or se- 
lection of the single most appropriate state- 
ments from among several alternatives 
offered (multiple choice judgements ). Items 
presented in either of these two forms will 
be referred to in this paper as “categorical 
items.” 

In addition, the form called for an ex- 
pression by the psychiatrist of his confi- 
dence in the accuracy of his own judgement 
regarding each item. This rating proved 


impractical in actual use, however, creat- 
ing undue difficulties in the recording of 
data, and was therefore dropped from the 
study. 

Altogether, there were 37 numerical scale 
items and 52 categorical items (36 yes-no, 
and 16 multiple choice), calling for a total 
of 89 individual judgements. 


METHOD AND RESEARCH DESIGN 

Three psychiatrists participated in the 
study. Each is Board certified, and each has 
intensive experience with the types of pa- 
tients studied. Two of the psychiatrists are 
on the staff of the State Hospital, though 
neither had direct responsibility for the 
care of any of the patients in the study. 
The third psychiatrist is on the staff of the 
University of Michigan, and had no prior 
contact with any of the patients. 

Prior to the present study, the psychia- 
trists used the original form and its subse- 
quent revisions (including the final form) 
in trial runs with a number of randomly 
selected patients, until each felt familiar 
and comfortable with its use. No attempt 
at constructing a scoring manual was made, 
but questions of clarity or semantic prob- 
lems arising out of the use of the form 
were discussed between the psychiatrists 
before beginning the study proper. 

The study was conducted as follows: A 
number of male patients between the ages 
of 20 and 50 were selected at random from 
the hospital rolls. From this pool, patients 
were selected who, on the basis of review 
of their hospital records and questionnaires 
completed by their ward physicians, met 
the following criteria : 


FIGURE 2 


Examples of Categorical Items 
(Multiple Choice) 


1. Participation in Interview 


———— . Cooperative, spontaneous, attentive 
—————-. Apathetic, withdrawn, preoccupied, poor contact 


————+c. Hesitant, guarded or evasive 
—————4. Negativistic or abusive 
Overdependent 

f. Distractable 


————-. Not determined 


Examples of Categorical Items 
(Yes-no judgements) 


. a. Disoriented for time—————yes 


72? 


absent 


b. Bizarreness of thinking —————present 


—can't say 
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1. Over two years in the hospital. 

2. Would be expected to remain in the 
hospital at least 60 days more. 

3. Were free from severe somatic illness 
that would disqualify them for biochemical 
study. 

4. Were sufficiently cooperative to take 
psychological tests, collect their urine, etc. 

This selection procedure, conducted by 
persons not participating in the Mental 
Status Study and without consultation with 
the psychiatrists, was continued until a 
total of 50 patients was available. 

Each of these patients was then seen by 
the group of 3 psychiatrists sitting together. 
During these sessions, one psychiatrist 
served as interviewer and conducted the 
examination. The other two were non-par- 
ticipant observers. The role of interviewer 
was rotated so that each psychiatrist served 
in this capacity for approximately one-third 
of the patients. Before the patient was 
brought to the examining room, a sum- 
mary of his history was read aloud by the 
interviewer from the patient’s hospital 
chart. Immediately after the patient left, 
each psychiatrist completed the rating form 
independently and without consultation 
with his colleagues. The average length of 
the interviews was 30 to 40 minutes. The 
average time taken to complete the form 
was 5 minutes. 

After a period of 6 weeks, 30 of the pa- 
tients were re-interviewed using the same 
procedure. This time the patients were 
selected so that 10 had previously been in- 
terviewed by psychiatrist A, 10 by B, and 
10 by C. 

The role of interviewer was now rotated 
so that each psychiatrist interviewed 10 pa- 
tients, half of whom had previously been in- 


terviewed by one of his colleagues, and half 
by the other. The selections and rotations 
were accomplished beforehand by persons 
unconnected with the examinations, who 
knew nothing of the patients or the previous 
scorings, nor even which psychiatrist was 
A, B, or C, 

After all the ratings were completed, the 
data were coded upon IBM punch cards, 
and two types of computations were made. 
Agreements between all the ratings made 
on each item (inter-rater agreements), 
and agreement of each psychiatrist with 
himself on each item over the two inter- 
views (consistency scores) were calculated. 
The significance of the obtained agreements 
and consistency scores on the categorical 
items were calculated by comparing against 
chance expectation using the Chi squared 
method. For the scale items, the Pearson 
product moment correlation coefficient (r) 
was used to compute significance. 


RESULTS AND COMMENT 


A. Comparison of scale items vs. cate- 
gorical items: For purposes of this study 
a p value of 0.1 was considered significant. 
Breakdowns were calculated for p values of 
0.05, 0.02, 0.01 and 0.001 (see Figure 3). A 
comparison of the number of significant 
agreement and consistency scores on scale 
items vs. categorical items reveals a better 
than 0.10 chance agreement on 17 of the 37 
numerical scales, while for the categorical 
items only 14 out of 52 scores reached this 
level. Thus, almost half of the agreements 
on the numerical scales were within the 
significant range, while only slightly more 
than a fourth of the categorical items 
showed this level of significance. The con- 
sistency scores show a similar pattern. 


FIGURE 3 
Significance of Categorical and Scale Items 


CATEGORICAL ITEMS 
AGREEMENT CONSISTENCY 


001 
01 
02 
05 
0.10 
All Levels 
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As can be seen from Figure 3, the distri- 
bution according to levels of significance 
also strongly favors the numerical scale 
items. These findings indicate that reli- 
ability is significantly affected by the kind 
of rating technique used, and suggest that 
numerical scales are to be preferred over 
categorical judgements. 

B. Difference between raters : An exami- 
nation was made of the scoring of each 
item by each psychiatrist over the 50 pa- 
tients. No individual scoring biases were 
noted. Further, the correlations on 30 nu- 
merical scales,’ were averaged after Z 
transformation (see Figure 4). This method 
also indicated that there were no systematic 
differences between the raters. These find- 
ings suggest that disagreements in rating 
tend to arise sporadically in individual situ- 
ations, and do not tend to follow a pattern 
indicative of an individual rater’s prejudice, 
background, or orientation. 

In determining the reliability of the men- 


FIGURE 4 
Index of Agreement and Consistency for the 
Ratings on 30 Numerical Scales 


SECOND INTERVIEW 
B, 


34 


59 


A B 


C, 
54 
50 


8 These were scale items that appeared on both 
the psychiatric and Rorschach rating forms. 


tal status examination it is necessary to 
know not only whether the psychiatrists’ 
ratings will agree with each other, but 
whether the same psychiatrist will rate the 
same phenomenon the same way each time. 

It was primarily to attempt an answer 
to this question that the consistency scores 
were obtained. Since these were chronic 
hospital patients, it was expected that their 
clinical picture would remain fairly constant 
over the 6 week interval of the study. At 
first glance, noting that the consistency 
scores are lower than the inter-rater agree- 
ments, one might conclude that this as- 
sumption was false. 

A closer consideration of the results, 
however, gives pause to this line of reason- 
ing. For we notice that on those mental 
status items which are least stable (lability 
of affect, predominant mood, facial expres- 
sion, participation during the interview, 
etc.) we get a significantly high consistency. 
That is to say, those characteristics most 
likely to vary seem to vary the least. This 
would suggest that the population is in fact, 
unusually stable in its clinical characteris- 
tics, as had been expected. 

This still leaves the question of the poorer 
showing in consistency as compared with 
inter-rater agreement scores (see Figure 5). 

A comparison of inter-rater agreement 
scores (IRA) with consistency scores (C) 
reveals 4 possible categories : 


1. High IRA 
High C 

3. Low IRA 
High C 


FIGURE 5 
High Agreement — High Consistency Items 


Diagnosis 

Participation in interview 
Facial expression 
Sensorium 

Hallucinations 
Predominant mood 
Impaired recent memory 
Bizarreness 


Organization of thinking 
Level of intelligence 
Reality testing 

Verbal productivity 

Self evaluation (work role) 
Lability of affect 
Psychomotor activity 
Insight 

Ego Strength 

Gait 

Rate of Speech 
Concreteness of thinking 
Appropriateness of affect 


ts 

1 

67 

2. High IRA 

CATEGORICAL ITEMS SCALE ITEMS 

ITEM IRA c ITEM IRA c Be 

001 001 001 

0.10 001 .001 

02 0.10 001 .05 

0.02 0.10 001 

0.05 0.05 o1 

0.10 0.05 01 01 

0.10 0.10 01 01 

01 01 

O1 02 
01 05 
01 05 
01 0.10 
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When the values are high for both, the 
reliability is good all round, and need not 
concern us for the moment. When the 
values are low all round, we must assume 
that in a stable population, there are items 
about which (for one reason or another ) 
there is too much uncertainty within each 
psychiatrist to permit reliable scoring. 
Where consistency is high but IRA is low, 
we would expect that we were dealing 
with terms about which each psychiatrist 
feels clear, but about which there are 
differences between the psychiatrists be- 
cause of individual bias or other factors. 
Since it has already been indicated that 
individual rating bias is minimal, we would 


expect that the number of instances of high 


C and low IRA would be small, and in fact 
this is the case for only 5 items (see Figure 
8). 

We may next consider those items on 
which there was high IRA but low C. 
( Figure 7 )—This situation would imply that 
the psychiatrists were able to agree among 
themselves as to what they observed, but 
apparently observed different characteris- 
tics at each of the two interviews. Still 
assuming a stable population, one could 
account for these differences if one con- 
sidered the psychopathology of the patient 
to have aspects which are not on the sur- 
face, but must be elicited by the psychia- 
trist during the examination. Thus, if a 
patient were delusional, assuming the psy- 


FIGURE 6 
Low Agreement (IRA) - Low Consistency (C) 


CATEGORICAL ITEMS 


Posture 

Speech Defects 
Attitude in interview 
Specific amnesia 
Patchy memory defects 
Confabulation 
Distortion in thinking 
Word salad 
Systematization of delusions 
Preoccupations (8) 
Neurotic symptoms (7) 
Sexual conflicts 
Direction of aggression 
Denial 

Repression 

Regression 

Direction of orientation 


Depth of affect 

Tension 

Personal concepts used 
Objectivity of concepts 
Symbolism 

Extent of interpersonal contact 
Type of interpersonal contact 
Attitude toward others 
Conventionality 

Degree of fantasy life 

Type of fantasy life 

Object relationship 
Suggestibility 

Frustration tolerance 

Ability to postpone gratification 
Impulse control 

Social self evaluation 

Rapport 


FIGURE 7 
High Agreement - Low Consistency Items 


CATEGORICAL ITEMS 


Voice 

Sensorium 
Orientation for time 
Delusions 

Body image 


General vs. Specific concepts 
Level of interpersonal contact 
Self evaluation (sexual) 

Self evaluation (intellectual) 


FIGURE 8 
Low Agreement - High Consistency Items 


CATEGORICAL ITEMS 


Circumstantial speech 
Remote memory impairment 
Personality characteristics 


Type of agression 
Rigidity 


A 
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chopathology remained present throughout 
the period of the study, it would remain for 
the psychiatrist to draw the patient into 
talking about or otherwise demonstrating 
the delusions. If the interviewer is success- 
ful, then the pathology is manifest during 
the interview and all psychiatrists can agree 
as to its presence ; if the interviewer does 
not elicit the pathology, all psychiatrists 
can agree that this finding was not demon- 
strated during that particular interview. An 
inspection of the 9 items falling into this 
category reveals that they are for the most 
part traits which would not be ordinarily 
expected to change markedly over a short 
time, but are all of a type requiring elicita- 
tion by the psychiatrist. It is suggested 
therefore, that while there were no consist- 
ent individual differences among the psy- 
chiatrists. as raters, there were differences 
in approach to the examination, which 
determined whether or not certain aspects 
of psychopathology were elicited during a 
given interview. In other words, while re- 
liability was not significantly influeaced by 
individual bias in interpretation of concepts 
or by individual capacity to make observa- 
tions it was significantly influenced by indi- 
vidual differences in intervewing technique. 

Turning attention now to those items 
which demonstrated poor IRA and poor 
consistency (Figure 6), the interpretation of 
results becomes more difficult and calls for 
an analysis of the particular items involved. 

Space does not permit detailed review of 
such an individual analysis here, but the fol- 
lowing factors have been suggested as a 
result of our examination of these results. 

a. Some of the items are of such infre- 
quent occurrence that the chance expecta- 
tion is abnormally high (since chance 
expectation is based on frequency distribu- 
tion). Thus, even 99% observed agreement 
is in several cases not better than chance, 
and hence not significant. 

b. Some items are dependent upon cate- 
gorical yes-no judgements, where slight 
differences between raters as to where to 
draw the cut-off line result in great differ- 
ences in scoring. Such items would fare 
much better if presented as numerical 
scales.® 

c. Some items call for completely sub- 
jective emotional responses of the raters 


(predominant mood, depth of affect, di- 
rection of aggression, object relationship, 
impulse control, etc.). That is, in order to 
evaluate the patient’s trait, the psychiatrist 
must examine his own emotional response 
to this trait. Personality differences between 
the psychiatrists, day to day changes in 
emotional responsiveness, personal prob- 
lems, etc., all would tend to affect reli- 
ability of such ratings adversely. 

d. Certain items are poorly constructed or 
ambiguous (posture, predominant attitude 
in interview, general direction of orienta- 
tion, suggestibility, level of regression) or 
call for information about the patient not 
readily available from the interview situa- 
tion (extent and type of interpersonal con- 
tact on the ward, degree of fantasy life, 
etc.). In such cases discriminations could 
not be made reliably under any circum- 
stances. 

e. A number of the poor agreements sug- 
gest that some concepts in common clinical 
usage, which are usualy taken for granted 
as being universally understood, are in fact 
unclear. This may be true for items on the 
form dealing with memory impairment, 
systematization of delusions, autistic vs. 
realistic concepts, symbolic thinking and 
autistic fantasy. There appeared to be con- 
siderable uncertainty as to what constitutes 
neurotic symptoms in a group that was for 
the most part psychotic, as well as to how 
much concern indicates a patient is preoc- 
cupied with a given thought. It may well 
be that some of the basic concepts in psy- 
chiatry require close scrutiny if communi- 
cations between psychiatrists are to be at 
all meaningful. 

For us, the most interesting finding was 
the high number of instances giving high 
IRA and high C values. It may be noted 
that this group also contains several items 
which may be considered as vague con- 
cepts (i.e., ego strength, insight, reality test- 
ing), and the question arises as to why 


® This point is weli illustrated by the following : 
In the present study, “anxiety” was an item classi- 
fied as a neurotic symptom, to be scored by “yes- 
no” judgement. IRA and C were both below 
chance. In a subsequent study, anxiety was scored 
alone along an 8 point scale. Six raters, rating 21 


patients, showed agreements in ratings at 


a .001 level of significance. 
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these poorly defined items fared so well 
while others were so poor in their reliability. 
We can only speculate. Perhaps there is less 
clarity regarding the clinical expressions 
indicative of autism, say, than regarding 
the clinical manifestations of impaired re- 
ality testing. Perhaps the psychoanalytically 
derived concepts have become more fa- 
miliar and are better understood than the 
traditional, more descriptive ones. 

Finally, we may consider diagnosis. This 
reached a .001 p value even though a cate- 
gorical item.’° There were a number of 
disagreements with the diagnosis carried 
on the patient’s chart, but the panel of psy- 
chiatrists in this study agreed between 
themselves 96% of the time. This in itself 
is rather remarkable, and suggests some 
sort of common diagnostic framework at 
least shared by these 3 psychiatrists. The 
fact that diagnostic agreements far exceed 
agreements on subitems may indicate that 
the diagnostic formulation was made in- 
dependent of at least most of the specific 
criteria appearing in the form. 


SUMMARY 


A mental status rating was developed 
incorporating two major scoring tech- 
niques: the linear scale; and categorical 
judgements on yes-no or multiple choices. 

Using this form, 50 chronic hospitalized 
patients (over 2 years in the State Hospi- 
tal) were evaluated independently but si- 
multaneously by 3 Board-certified psychia- 
trists, one of whom served as interviewer, 
and the other two as non-participant ob- 
servers. The role of interviewer was rotated, 
each psychiatrist interviewing approxi- 
mately one-third of the patients. After a 6- 
week interval, 30 of the patients were re- 
evaluated by the same psychiatrists, each 
patient having a different interviewer than 
before. 

The obtained agreements on ratings of 
each item, as well as comparison or ratings 
of each psychiatrist with himself on first 
and second interviews (consistency scores ), 
were calculated. The significance of the 
agreement and consistency scores was eval- 


10 The question called for a yes-no judgement 
regarding schizophrenia vs. not schizophrenia. 


uated using the Pearson product moment 
correlation coefficient (r.) for scale items, 
and by comparing against chance expecta- 
tions by Chi squared (X*) for categorical 
items. Several thousand calculations were 
performed using the IBM 650. The data 
breakdown was designed to demonstrate 
the effects upon reliability of differences 
between interviewers, differences between 
raters, changes in patients over time, and 
the limitations of the rating methods. 


CONCLUSIONS 


1. Scale items fared consistently better 
than categorical items, with better than .10 
chance agreement on 17 of the 37 numerical 
scales but on only 14 of the 52 categorical 
items. The consistency scores were similar. 
These findings indicate that reliability is 
greatly affected by the kind of rating tech- 
nique used, and suggest that numerical 
scales are to be preferred. 

2. There were no systematic differences 
between the raters. 

3. Items normally expected to be un- 
stable (e.g., facial expression, participation 
in interview, affective lability), showed 
very high consistency over the two inter- 
views, suggesting that these patients did 
not change very much during the 6 weeks 
interval, as was to be expected since the 
population consisted of chronic hospitalized 
patients. 


4. Certain normally stable items (e.g., 
projection, delusions, defective orientation ), 
while showing good agreement between 
raters at each examination showed poor 
consistency between examinations, suggest- 
ing that different interviewers may tend to 
bring out different manifestations of psy- 
chopathology in the patient, which then 
are recognized by all raters with good 
agreement. 

5. Breakdown of scores on specific items 
revealed some unexpected discrepancies 
which are difficult to interpret, but may 
suggest a need to re-examine the operation- 
al definitions of some psychiatric concepts 
usually taken for granted. 

6. Agreement on diagnosis exceeded a 
significance level of .001. 
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A DAY CARE CENTER IN A STATE HOSPITAL ' 


LEON A. STEIMAN, M.D., anv ROBERT C. HUNT, M.D. 


Day care of the mentally ill within the 
community, in a hospital setting but without 
isolation from home, family and community, 
has grown in popularity over the past 10 or 
12 years. 

It was around 1938 that Dr. Helen Boyle 
began admitting psychiatric patients to a 
general hospital in Hove, England. About 
1945 Dr. Joshua Bierer started experiment- 
ing in the same direction, in his attempt to 
extend the principles of “social psychiatry” 
to the everyday treatment of patients. 

The first day hospital was set up in 1946, 
by Dr. Ewen Cameron, at the Allan Me- 
morial Institute, Montreal, Canada. Five 
years later, a similar day hospital was cre- 
ated by Dr. Moll, as part of a psychiatric 
ward at the then new Montreal General 
Hospital. Both proved to be outstanding 
successes and, in 1954, the first night center 
was established at the Montreal General 
Hospital. In 1951, an extensive plan for day 
care in connection with large mental hos- 
pitals was set up in St. John’s, Newfound- 
land. 

The day hospital plan in New York State 
was first proposed in the “Nine Point Pro- 
gram” published in October, 1955, by the 
Commissioner of the Department of Mental 
Hygiene, Dr. Paul Hoch. This program 
called for the establishment of 2 day hos- 
pitals, one in Brooklyn and the other in 
Poughkeepsie. The purpose of the Brooklyn 
setting was to serve selected patients at- 
tending the Brooklyn after-care clinics, all 
of whom are on convalescent care from 
state hospitals. The Poughkeepsie unit, how- 
ever, was to concentrate more on com- 
munity-type referrals drawn from a “random 
segment of population.” These day hospitals 
were set up as independent state pilot proj- 
ects, with their own budgets and organiza- 
tions. This was, so far as we are aware, the 
first deliberately organized and planned ef- 


1 Read at the 116th annual meeting of the 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Hudson River State Hospital, Poughkeepsie, 
N. Y, 


fort by a state hospital in this country to pro- 
vide day care on a non-selective, compre- 
hensive basis. 

The Poughkeepsie psychiatric day hos- 
pital opened July 2, 1956, in the Hudson 
River State Hospital, under the neutral 
name of “Day Care Center.” Despite its 
location on the grounds, the administration 
thought it important at that time to dis- 
sociate the service in the public mind from 
the state hospital, and the center was given 
its own separate quarters, entrance, staff, 
and special stationery. Although basically 
independent, the center depends upon state 
hospital diagnostic facilities such as X-rays 
and laboratory services. 

The center is located in a self-contained 
wing, partitioned into space units for offices 
and various types of therapy. The treatment 
area includes the somatic unit, with 10 beds 
for sub-coma insulin therapy and recupera- 
tion from electroshock treatment, plus fa- 
cilities for recreational and occupational 


therapies. The library, with a stage setting 


for psychodrama, serves also for group psy- 
chotherapy and staff conferences. 

The staff of the Day Care Center consists 
of : 2 psychiatrists, 2 psychiatric registered 
nurses, 10 psychiatric aides, 1 psychiatric 
social worker, 2 occupational therapy in- 
structors, 1 recreational instructor, 1 half- 
time clinical psychologist, and 1 stenog- 
rapher-receptionist. 

Most of the staff members were recruited 
from the local state hospital, and although 
the majority had years of experience with 
mentally ill patients, initially they were 
given a 6-week training course, to prepare 
for the specific requirements of this new 
facility. In-service training has been con- 
tinued with bi-monthly team sessions, at 
which the patients’ behavior, problems, 
achievements, etc., are discussed and new 
admissions presented. 

The center is open from 8:00 A.M. to 
4:30 P.M., Monday through Friday. Any- 
one over 18 within commuting distance can 
apply for treatment. There is no commit- 
ment ; no compulsion of any kind. Patients 
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are referred by physicians, clinics, agencies, 
and occasionally by the Court. Self-referrals 
are accepted, if suitable, as are patients dis- 
charged from the state hospital who are still 
rather ill and in need of intensive treatment. 

No particular distinction is made as to the 
type of illness, as the operational structure 
and staffing permit treating the seriously ill. 
Experience has shown that the contraindica- 
tions for day care need be few, although 
grossly disturbed, highly aggressive or great- 
ly destructive patients should not be ad- 
mitted. The screening process selects pa- 
tients who can be helped in a day setting, 
whose admission to a state hospital may 
thus be prevented. The screening process is 
also used to refer patients for help to other 
agencies, mental health clinics, counsellors, 
etc. 

In practice, the majority of patients 
screened out are those considered suitable 
for fully ambulatory treatment and not ill 
enough to warrant admission for day hos- 
pital care. It is a rare patient who is con- 
sidered too ill for day care, provided the 
family is able to offer supervision the rest 
of the time. The liberal intake policy has 
been justified by a complete absence of sui- 
cidal attempts or seriously aggressive acts. 
Seriously ill patients with potential for such 
behavior are given emergency attention and 
placed under treatment the day of referral. 

The Poughkeepsie day hospital offers a 
comprehensive treatment program tailored 
to the needs of the individual patient and 
his particular problem. Treatments available 
include ECT, sub-coma insulin treatment, 
and all forms of psychotherapy, ranging 


from intensive techniques to directive and 
supportive. Group therapy is widely prac- 
ticed. Pharmacological aad physical meth- 
ods are used, when necessary, as adjunctive 
to individual needs. The program also in- 
cludes social casework, and therapeutically 
oriented occupational and recreational ac- 
tivities. There are no fixed rules about the 
therapies—timing, duration or overall length. 
There are, moreover, no fixed rules about 
patients’ stay at the center. The majority of 
newly-admitted patients attend 8 hours a 
day, 5 days a week. As improvement takes 
place this is commonly reduced to 3 days a 
week or less, finally tapering off to sup- 
portive sessions once or twice a month. 

The treatment program is not limited to 
the patient ; it also involves his family. A 
quite successful therapy program with rela- 
tives is carried out at the center on week- 
days and Sundays by the psychiatric social 
worker. Planned, structured sessions held 
with individual families and with groups 
contribute greatly to better understanding 
of the patient’s emotional problems by his 
family. 

In the first 34 years, there have been ad- 
mitted to the day care center 508 patients 
from 650 applications processed. Of the 142 
deferred cases, some lacked motivation for 
treatment ; others did not fit into the pro- 
gram. Many were referred to agencies, 
counsellors, clergymen and mental health 
clinics. A few were grossly disturbed, highly 
aggressive and destructive patients who 
would have disrupted the normal course of 
family, community or facility life. 

Schizophrenic reactions range from the 


TABLE 1 
Diagnostic Distribution 


NO. OF PATIENTS 


Psychoneurotic disorders 
Schizophrenic reactions 
Involutional psychotic reactions 
Transient situational personality disorders 
Chronic brain disorders 
Personality disorders 
Affective reactions 
Unclassified 
Acute brain disorders 
Mental deficiency 

Total 


161 


: 
PERCENTAGE 
|| 31.7% 
138 27.1% 
77 15.2% 
39 7.7% F 
29 5.7% 
6 1.2% 
5 1.0% 
3 6% 
508 100% 
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pseudoneurotic to the psychotic. We be- 
lieve these cases are suitable for sub-coma 
insulin treatment in a psychiatric day hos- 
pital, and that their chance of resocialization 
in a propitious atmosphere is relatively 
good. The members of the involutional 
group show most gratifying results, from 
ECT in particular. 


TABLE 2 
Source of Referrals 


NO. OF PATIENTS PERCENTAGE 


36.4% 
34.6% 
7.9% 
7.7% 
7.1% 
6.3% 
100% 


Physicians 185 
Self-referrals 176 
Other sources 40 
Mental health clinics 39 
Area agencies 36 
State hospitals 32 

Total 508 


Referring physicians include psychiatrists 
in private practice. These totals speak for 
the highly gratifying relations with the com- 
munity’s local private psychiatrists, general 
practitioners and agencies. 


TABLE 3 
Dangerous Tendencies 


NO. OF PATIENTS PERCENTAGE 


Latent suicidal 84 16.5% 
Overtly suicidal 48 9.4% 
Highly disturbed 11 2.2% 
Homicidal tendencies 8 1.6% 

Total 151 29.7% 


Most of these patients with dangerous 
tendencies are commonly thought to re- 
quire detention in a state hospital. Most of 
these have responded to treatment, and 
there have been no tragedies. 


TABLE 4 
Age Distribution 


24.6% 
31.1% 
18.5% 
12.0% 


GROUPINGS NO. OF PATIENTS 


18-29 years 125 
30-39 years 158 
40-49 years 94 
50-59 years 61 
60-69 years 11 
Total 508 

Sex Distribution 


Male 
Female 


The relatively small geriatric group is a 
reflection of our admission policy of taking 
in only patients who are in need of treat- 
ment, not custodial care. Since the estab- 
lishment of the center, the female admission 
rate has remained consistently twice the 
male rate. 


TABLE 5 
Length of Treatment 


NO. OF PATIENTS 


PERCENTAGE 
50.7% 
30.6% 
11.3% 

6.7% 
0.7% 


Less than 3 months 
3-6 months 
6 months-1 year 
1-2 years 
Over 2 years 

Total 


AVERAGE AVERAGE NUMBER AVERAGE 
MONTHLY 1N FULL DAILY 


1956-1957 50 12 10 
1957-1958 72 18 14 
1958-1959 84 24 26 
1959-1960 94 62 35 


* Average number in attendance from 1-5 full days a week. 


The sustained increase in number of pa- 
tients in attendance at the center is gratify- 
ing evidence of community acceptance. It 
is also somewhat dismaying to see case loads 
so rapidly approaching the maximum capac- 
ity of the center, and to be faced with the 
prospect of having to set up a waiting list. 


TABLE 7 
Condition on Discharge 


NO. OF PATIENTS PERCENTAGE 


Much improved 147 
Improved 50 
Slightly improved 51 
Unimproved 54 

Total 302 


48.7% 
16.5% 
16.9% 
17.9% 

100% 


By the rather rigorous criteria used, al- 
most half the patients were restored to a 
good level of functioning and 82% showed 
some degree of improvement. Not included 
are an additional 116 admitted but not 


ay 
212 
128 
47 
418 100% 
YEARS CENSUS PROGRAM? ATTENDANCE 
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treated; some of these were withdrawn, 
after screening, by families who felt unable 
to accept responsibility to care for the pa- 
tients outside of hospital. Others failed to 
report for treatment, and some were ad- 
mitted only for study and referral. 


TABLE 8 
Treatments Applied 


NO. OF 
PATIENTS PERCENTAGE 


Electro-convulsive therapy 97 
Sub-coma insulin therapy 68 
Drug therapy 217 
Individual psychotherapy 341 
Group Psychotherapy 185 
Occupational therapy 434 
Recreational therapy 483 


Somatic therapies, including ECT, in- 
sulin and drugs, have been used much more 
liberally than is usually the case in am- 
bulatory practice. This reflects the type of 
case material—major psychoses and acutely 
ill psychoneuroses considered much too ill 
for office treatment. 


CONCLUSIONS 


The main objective of the Day Care Cen- 
ter was a pilot demonstration of the extent 
to which day care could substitute for and 
supplement hospitalization in the care of the 
mentally ill, while also establishing a closer 
relationship with the community. Thi: psy- 
chiatric day hospital has proven a most suc- 
cessful practical application of psychiatry to 
the community care of these patients. It is 
our conviction that such a setting, serving a 
large number of severely ill patients, con- 
stitutes a most efficient and readily accept- 
able way of providing help for the mentally 
ill, since it maintains contact with home, 
family and community throughout the peri- 
od of treatment, thus avoiding hospital de- 
pendency and regression, and easing re- 
adaptation to outside life. 

Community acceptance of psychiatric 
treatment on a day-care basis has exceeded 
all expectations. The understanding and 


good will generated are given not only to 
the center, but also to the parent hospital, 
the Department of Mental Hygiene, and 
psychiatry in general, and the original ef- 
forts to dissociate the day service from the 
state hospital are no longer necessary. 

The project has demonstrated that it is 
possible to treat effectively and safely in a 
day hospital many patients so ill that they 
would be hospitalized, were this service not 
available. It has unquestionably prevented 
many an admission to the state hospital. It 
would be tempting to promise a consequent 
reduction in state hospital admissions, but 
this would be naive. The fact is that hos- 
pital admission rates in the area served by 
the day center have gone up sharply to the 
highest level in history, and higher than in 
any other county in the state during the 
period of the center’s operation. It is our 
impression, however, that there has been a 
significant reduction in the number of 
chronically disabled mentally ill, which can 
be related to the effectiveness of the hospital 
program in general and of the day hospital 
in particular. Other studies now in progress 
should yield documentation of this im- 
pression at a later date. 


SUMMARY 


1. A day hospital was opened at the Hud- 
son River State Hospital on July 2, 1956. 

2. The day center treats seriously ill psy- 
chotic and psychoneurotic patients, includ- 
ing those with dangerous tendencies. 

3. Since the opening, 508 patients have 
been admitted and the number under treat- 
ment is increasing steadily. 

4. Physicians have referred 36.4% of the 
patients, and 34.6% were self-referrals. 

5. There are few clinical contraindications 
to day hospital treatment. 

6. Patients and their families readily ac- 
cept psychiatric treatment when offered on 
a day basis. 

7. Day care is a safe and effective method 
of treating many seriously ill, and is particu- 
larly valuable in that it maintains contact 
with home, family and community, and 
avoids hospital dependency. 
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THE STUDY OF MOTOR DEVELOPMENT IN INFANCY AND ITS 
RELATIONSHIP TO PSYCHOLOGICAL FUNCTIONING ' 


BARBARA FISH, M.D.? 


There has been a growing interest in the 
role which organic factors may play in a 
wide variety of psychiatric disorders in 
children, although these disorders are not 
associated with structural abnormalities of 
the brain. The development of techniques 
for studying specific disturbances in chil- 
dren with known organic brain disease, has 
made it possible to study similar mecha- 
nisms in children with milder handicaps 
in which the etiology is still obscure. 

Immaturity and poor organization of 
functions under control of the central nerv- 
ous system can be seen in tests of motility 
(3), perception(1, 4, 10, 25) and intelli- 
gence(27) and in the EEG(18). Disorders 
of these functions, similar to those in chil- 
dren with known brain damage, are found 
in many children with language(6) and 
reading disabilities(5, 23, 24), and in a 
large number of children whose behavior 
disorders are accompanied by less specific 
impairments, but who resemble brain- 
damaged children in their hyperactivity, 
impulsivity and low threshold for anxiety 
(9, 19, 26). Similar disturbances in motil- 
ity, perception and intellectual functions 
are also found in some children with schiz- 
ophrenia, but in this condition the dysfunc- 
tions are marked by the changing and er- 
ratic qualities peculiar to this illness(2). 

Organic factors may be investigated in 
infancy as well as in childhood and later 
life. Gesell demonstrated many years ago 
that children with organic brain damage 
can be diagnosed in the first months of life 
on the basis of disturbances in motor and 
adaptive development(16). Using the Ges- 
ell examination, the author found that 
there were abnormalities of neurological 
maturation as early as 1 month of age in 
an infant who later developed clinical 


1 Read at the 116th annual meeting of The 
American ‘ Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1960. 

2 Children’s Service, Bellevue Hospital, and 
Associate Professor Clinical Psychiatry, New York 
University School of Medicine. 


schizophrenia. This infant showed a dis- 
organized postural development, with a 
retardation to less than 50% of normal, fol- 
lowed by an acceleration of 2% times the 
normal rate, and an abnormal scatter be- 
tween different aspects of development at 
any one examination. These features were 
accompanied by disturbances in alertness, 
physical growth, and autonomic functions 
(12). Milder developmental disturbances 
were found in 3 infants who developed be- 
havior disorders, which were much more 
severe than any seen in the remaining in- 
fants who showed no developmental dis- 
turbances in infancy(11). Data from this 
study and retrospective studies of schizo- 
phrenic children indicate that there is no 
fixed neurological defect during infancy, 
but rather a disorder of the timing and in- 
tegration of neurological maturation. It 
was hypothesized that poor integration of 
early neurological development in infants 
with schizophrenia is a more primitive 
manifestation of the same underlying dis- 
order of integration that is manifested in 
adult schizophrenics by the disorganiza- 
tion of complex psychological functions 
(13). 

The current study analyzes the histories 
of children with a variety of psychiatric 
disorders, to investigate whether any cor- 
relation exists between abnormal neurolog- 
ical development in infancy and psycho- 
logical functioning in later childhood. With 
all the inaccuracies of a history taken 3-8 
years after the fact, would it be possible to 
find any relationship between disturbances 
of early motor development and the level 
of later intellectual functioning and the 
type and severity of psychopathology ? 


METHOD 


The 85 children used for this study rep- 
resent 90% of the children under 12 who 
were treated in the author’s private prac- 
tice in the last 7 years. A detailed history 
of pregnancy, birth and early development 
was obtained by the author as part of the 
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initial psychiatric history. The child’s his- 
tory, as recalled by the parents, was sup- 
plemented whenever possible by data re- 
corded during infancy in obstetrical and 
pediatric records, and in baby books and 
dated snapshots. 

The initial evaluation of each child in- 
cluded psychiatric and neurological ex- 
aminations by the author, and complete 
psychological testing.* Younger children 
were given the Gesell Developmental Tests 
and the Stanford-Binet ; older children were 
given the Wechsler Intelligence Scale for 
children and the Bender Gestalt test, in 
addition to projective and academic tests. 

Each child was diagnosed as having 
schizophrenia, organic brain disease or 
primary behavior disorder. Of the 28 chil- 
dren diagnosed here as being schizophren- 
ic, 24 were independently diagnosed as 
schizophrenic by other psychiatrists. One 
additional child was diagnosed “psychosis 
with mental deficiency” elsewhere. The 6 
diagnoses made here of organic brain dis- 
ease were also independently confirmed for 
5 of the children; the 6th had been reli- 
ably diagnosed as suffering from cretinism 
in infancy, and had responded to thyroid 
medication. The remaining 51 children 
were diagnosed as having primary be- 
havior disorders. Only a few of these chil- 
dren were ever seen by other psychiatrists. 

The rating of abnormal neurological de- 
velopment in infancy was limited to an 
analysis of postural development and lo- 
comotion, since this was the only area in 
which adequate data were available. The 
extremely important development of fine 
coordination is almost never recalled or 
recorded by anyone, including pediatri- 
cians. Abnormalities of alertness and activ- 
ity were recalled by some parents, but the 
observations were too subjective to com- 
pare in different subjects. 

Postural development was first analyzed 
for single deviations from Gesell’s norms 
(16). Single landmarks were rated as “ac- 
celerated,” if the child acquired a skill so 
early that his development at that point 
was 140% of normal; similarly, landmarks 
were rated as “retarded,” if the skill was 


8 The author is indebted to Florence Halpern, 
Ph.D., and Joan Havel, Ph.D. for the psychological 
testing. 


acquired so late that development was only 
70% of normal (Table 1). Single deviations 
of this type are a fairly frequent occur- 
rence and were considered to be minor ab- 
normalities. Only a series of 2 or more such 
retardations was considered to be a “major 
deviation.” Early postural development 
was also considered to show a major de- 
viation, if it exhibited the type of lon- 
gitudinal irregularity which had been found 
in the earlier studies of schizophrenic chil- 
dren(13). Thus, a major irregularity was 
noted, if the child’s development showed 
both retardation and acceleration, one af- 
ter the other. The underlying disturbance 
on which attention was focused was a dis- 
turbance of the integration of develop- 
ment, rather than merely slow or fast de- 
velopment. It was assumed that develop- 
ment is disorganized, if it is “out of step” 
with itself, and shows marked changes in 
rate or changes in the usual sequence of 
postural control, as opposed to develop- 
ment which merely deviates from the sta- 
tistical norms. In the direct studies of de- 
velopment, it is also possible to measure 
the spread between different aspects of 
postural development on each examination, 
and the spread between postural develop- 
ment and fine coordination( 12). The data in 
the current study, obtained by history, were 
not detailed enough for such an analysis 
and could only be rated for gross lon- 
gitudinal irregularities (Table 1). 


TABLE 1 


Standards for Rating Postural Achievements 
(age in months) 


RETARDED 
(70%) 


ACCELERATED 


(140%) AVERAGE 


RAISES HEAD 
(in prone) 
ROLLS (supine 
to prone) 
SITS (with 
support) 
STANDS (hold- 
ing on) 
WALKS (without 
support) 


RESULTS 


When the children in each diagnostic 
category are divided according to I.Q., all 
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of the severe disturbances in intellectual 
functioning occurred in the groups with 
schizophrenia and organic brain disease 
(Table 2). Of the 28 schizophrenic chil- 


TABLE 2 
Distribution of 1.0.’s in Each Diagnostic Group 


UNDER 70 70-90 OVER 90 TOTAL 


Organic Brain Disease 3 1 6 
Schizophrenia 11 8 28 
Behavior Disorder 0 51 51 


dren, 11 had I.Q.’s under 70, 9 had 1.Q.’s 
between 70 and 90, and only 8 had 1.Q.’s 
above 90. Five of the 6 children with or- 
ganic brain disease had I.Q.’s under 90, 
3 of them under 70. In contrast to this, all 
of the children with primary behavior dis- 
orders had 1.Q.’s over 90. Since all 85 chil- 
dren came from families with average to 
superior intelligence and educational back- 
ground, and were not exposed to environ- 
mental conditions which might depress in- 
tellectual functioning, their 1.Q.’s tend to 
reflect the severity of their psychopathol- 
ogy. 

Poor integration between various intel- 
lectual functions also occurred more fre- 
quently in the groups with schizophrenia 
and organic brain disease (Table 3). More 


TABLE 3 
Incidence of “Scatter” Between Verbal and 
Performance Scores 


SCATTER (10 


POINTS OR MORE) NO SCATTER 


Organic 
Brain 
Disease 6 0 
Schizo- 
phrenia 24 4 
Behavior 
Disorder 23 28 51 


than 10 points difference between Perform- 
ance and Verbal scores on the WISC (or 
Adaptive and Language scores on develop- 
mental testing) was taken as the measure 
of abnormal “scatter.” All of the children 
with organic brain disease showed this 
degree of scatter, as did all the schizophren- 


ic children, except for 4 with 1.Q.’s under 
70. Less than half of the children with 
primary behavior disorders showed marked 
scatter. 

In Table 4 the incidence of each type of 
motor development is indicated for each 
diagnostic and I.Q. category. Major ir- 
regularities in development, with both re- 
tardation and acceleration, occurred most 
frequently in schizophrenic children with 
I.Q.’s under 70. However, this type of 
irregularity also occurred in 2 children 
with milder psychological dysfunction. 
One was a schizophrenic boy of average 
intelligence ; however he was the only one 
of the bright schizophrenic children who 
had been considered bizarre since he first 
entered school. The other was a hyper- 
active girl with average intelligence who 
had always had moderate anxiety and who 
developed a school phobia at 9 years of 
age. She was considered to have a be- 
havior disorder of only moderate severity. 

Multiple retardations occurred most fre- 
quently in the children with organic brain 
disorder, but also occurred in schizophren- 
ic children with 1.Q.’s under 90. The 
degree of early motor retardation was com- 
parable in the 2 groups. 

Single (e.g., “minor”) deviations oc- 
curred in 25-33% of the children of each di- 
agnostic category (Table 4). Two-thirds to 

TABLE 4 
Distribution of Deviations in Motor Development 
ORGANIC 
BRAIN 
DISEASE 


SCHIZOPHRENIA 
1@ UN- BEHAVIOR 
DER 70 70-90 OVER 90 DISORDER 


Major 
Irregu- 
larity 0 
Multiple 
Retarda- 
tion 3 
Single 
Devia- 
tion 2 4 5 1 17 
No Devia- 
tion 1 1 3 6 33 


three-fourths of the children with average 
intelligence had no history of deviations in 
motor development, regardless of whether 
their diagnosis was schizophrenia or pri- 
mary behavior disorder. 
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Although grossly irregular and retarded 
motor development occurred most fre- 
quently in the schizophrenic children with 
the lowest I.Q.’s, almost half of these chil- 
dren regressed after a history of relatively 
minor motor deviations. At any time from 
8 to 30 months of age they became with- 
drawn and spoke less, if language had 
been present. These regressions were usu- 
ally marked by diminished activity. Parents 
stated “he seemed to lose life,” “moved 
less,” “slept more,” or “moved more slowly.” 
However, when this change in motor ac- 
tivity was not accompanied by any gross 
loss of established postural control, it was 
not reflected in the quantitative scoring. 

Except for 2 children with organic brain 
disorder, there was no association of seri- 
ous complications of pregnancy or delivery 
with the major deviations of motor devel- 
opment. The complications which were 
considered to be significant included bleed- 
ing or toxemia during pregnancy, prema- 
turity, erythroblastosis fetalis and neo-natal 
cyanosis. Such complications occurred in 
7 children with histories of normal motor 
development or only a single deviation ; 
(2 schizophrenic children with I.Q’s of 85 
and 100, and 5 children with primary be- 
havior disorders). Complications during 
pregnancy and delivery did not occur in 
any of the children with schizophrenia or 
behavior disorders who had major devia- 
tions in postural development ; however, 
the mothers of 2 of them had virus infec- 
tions (mumps and “flu”) at the time they 
delivered. 


DIscussION 


In a study such as this, where data on 
early development were obtained by his- 
tory, the presence of an abnormal history 
is more significant than the absence of such 
a history. One cannot know how many of 
the children with negative histories would 
have shown minor or major deviations, if 
their development had been examined care- 
fully during infancy. A study based on his- 
torical data is obviously subject to many dis- 
tortions. The positive histories were checked 
through other sources, but it was not pos- 
sible to make any correction regarding the 
negative histories for the complex factors 
which caused some parents to notice less, 


or to forget more, than other parents. The 
child’s age when the history was obtained, 
seemed to make little difference ; as many 
histories of early deviations were obtained 
on children who were older than 6 years 
as were obtained on younger children. 


The number of negative histories would 
also tend to increase, since the analysis of 
deviate development had to be limited to 
the one variable of postural control. Such 
a method misses neurological deviations 
that show up in the scatter of postural de- 
velopment or in disturbances of alertness, 
autonomic functions, physical growth and 
the development of fine coordination and 
visual motor organization. Analysis of any 
single function, such as postural control, 
will miss disturbances of neurological in- 
tegration, when the major effects are in 
these other areas. A complete study of 
early integrative capacity can therefore be 
made only on the growing infant; the 
study of his history will yield only frag- 
mentary data. 

In view of the limitations of the method, 
it is noteworthy that is was possible to pick 
up histories of significant deviations of 
early motor development, not only in half 
the children with organic brain disease, 
but also in a number of schizophrenic chil- 
dren. These motor deviations indicate that 
there is some involvement of the central 
nervous system in certain schizophrenic 
children before the age of 2 years, al- 
though later on they do not show any gross 
motor dysfunction. Neurological involve- 
ment that was severe enough to be re- 
flected in a history of disturbed motor de- 
velopment occurred more frequently in the 
schizophrenic children with L.Q.’s under 
70. Clinically these children showed the 
features of early infantile autism. Follow- 
up studies on this sub-group of schizophren- 
ic children show that the course of the 
child’s illness appears to be almost com- 
pletely independent of the external influ- 
ences of parents, schooling and psychiatric 
treatment, and to depend almost entirely 
on whether the child retains any inner 
capacity for further development(7). One 
might say that these children with the most 
severe form of childhood schizophrenia 
show the greatest preponderance of con- 
stitutional factors, on the basis of the fol- 
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low-up studies. The importance of con- 
stitutional factors may also be reflected in 
their neurological deviations in the first 2 
years of life. 

Pollack and Goldfarb have shown that 
even over 6 years of age there are more 
signs of neurological dysfunction in schiz- 
ophrenic children with lower 1.Q.’s (below 
80-90). More of the children with impaired 
intellectual functioning showed abnormal 
postural and vestibular responses( 22), 
persistent errors on the Face-Hand test 
(21) and confused orientation as to time 
and place(20). These studies of school age 
schizophrenic children indicate that dis- 
turbances in integration that are severe 
enough to interfere with intellectual func- 
tioning, also tend to be associated with dis- 
turbances in motor and perceptual func- 
tions. The present study suggests that this 
disturbance of neurological integration 
starts before 2 years of age in many of 
these schizophrenic children with severe 
impairments in later psychological func- 
tioning. 

The ability to define sub-groups of child- 
hood schizophrenia in terms of different 
developmental patterns and specific im- 
pairments in function is essential for clin- 
ical management of these children. Psy- 
chiatric treatment must be based on a 
realistic appraisal of the child’s prognosis. 
The child’s educational program must be 
geared to his intellectual capacities and to 
his particular disturbances in perceptual, 
visual motor and language functions. Fre- 
quently methods used in training brain 


damaged childien are helpful, when. 


adapted to the special problems of the 
schizophrenic child(17). The degree of in- 
tellectual impairment not only limits the 
effectiveness of psychological measures, 
but it may also affect the degree of re- 
sponse to physiological measures(14). 
However, the existence of important 
clinical differences between sub-groups of 
schizophrenic children does not necessarily 
mean that these differences arise from dif- 
ferent etiological factors. The schizophren- 
ic children with lower I.Q.’s and more evi- 
dence of neurological disturbance may mere- 
ly represent a more severe variant of the ill- 
ness. There was no evidence in this study 
that prenatal or paranatal complications 


contributed to this more severe picture, but 
obviously much larger studies are needed 
to decide this point. 

The fact that some schizophrenic chil- 
dren shift from more severe to less severe 
clinical pictures and vice versa(2, 8) tends 
to substantiate the concept of an illness 
with courses of varying severity(15). In 
this study several children who showed 
relatively little neurological disturbance in 
the first year of life, regressed shortly 
thereafter so that they resembled the chil- 
dren with severe disturbances in the first 
months of life. The opposite type of course 
also appeared in 2 children with major de- 
viations in the first year; one developed 
a schizophrenic psychosis, but functioned 
intellectually in the average range (though 
well below his normal sister), the other 
showed a clinical picture later that was 
indistinguishable from the other children 
with primary behavior disorders. In an 
earlier study of developing infants, 3 in- 
fants who had milder deviations similar to 
those of a schizophrenic infant, showed 
behavior disorders in later childhood that 
were much more severe than those of the 
normally developing infants studied by the 
same methods(11). 

The data suggest that rather than any 
absolute division of schizophrenic children 
into those with and those without central 
nervous system involvement, there may be 
a spectrum of varying degrees of develop- 
mental disturbance. Similar factors may 
even be involved in the lower threshold for 
anxiety in some children with primary be- 
havior disorders. Environmental factors 
would be relatively less important, the 
more severe the intrinsic tendency to poor 
integration of development. Whereas with 
milder intrinsic disturbance, environmental 
stress or support would play an increas- 
ingly important role. The severity of later 
impairments would depend on such critical 
factors as the timing and duration of early 
neurological disturbances, and whether the 
child’s environment tended to exaggerate 
or to counteract his particular difficulties. 


SUMMARY 


The analysis of early postural develop- 
ment and locomotion can be used as one 
measure of the integration of central nerv- 
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ous system maturation in the first 2 years of 
life. Using this index, involvement of the 
central nervous system was found in the 
histories of half the children with or- 
ganic brain disorder and half the chil- 
dren who had severe schizophrenia with 
defective intellectual functioning. How- 
ever, there was no absolute division of 
children with schizophrenia or primary be- 
havior disorders into those with and with- 
out evidence of early neurological disorder. 
It is suggested that there may be a spec- 
trum of developmental disturbances and 
that the severity of these may be related to 
the difficulties some individuals experience 
in maintaining psychological integrity in 
the face of stress. 
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CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


STUDY OF BUTYRYLPERAZINE (BAYER 1362) 


HERMAN C. B. DENBER, M.D., ELIZABETH ROSS, M.D., 
anv PAUL RAJOTTE, M.D.? 


Butyrylperazine( 1) was found to be more 
potent and to produce fewer disabling side 
effects than thioperazine(2). This report 
deals with the use of 3-n-Butyryl-10 (3 
dimethylaminopropyl) phenothiazine in 20 
acute and chronic psychotic female patients 
from 4 to 74 days.” 

The setting (a therapeutic community ) 
has been described in detail elsewhere(3). 
The multiple observer technique was used. 

The patients ranged in age from 18 to 56 
years, with 16 between 30-49 years. Eight- 
een were schizophrenics and 2 suffered from 
a manic-depressive psychosis. Eleven pa- 
tients had 1 to 4 previous hospitalizations ; 
7, 5-8 ; and 2, 10-13. 

The duration of treatment was 4 days in 
1 patient; 10-29 days—4 patients; 40-59 
days—8 patients; 60-74 days—7 patients. 
The initial dose was 5 mg. q.id. I.M. in 14 
patients. The final dose ranged from 5 mg. 
t.id. to 100 mg. t.i.d. (orally). Extrapyram- 
idal reactions were noted in 8 patients ; 
5 complained of excessive drowsiness. There 
were few other side reactions. Hematologic 
or liver chemistry changes were not ob- 
served 

Four patients were much improved (one 
of whom relapsed subsequently) ; 4 were 
improved ; 11 were unchanged ; and 1 was 
worse. 

The compound showed fewer toxic side 
effects than many other available drugs, 


1 Research Division, Manhattan State Hospital, 
Ward’s Island, New York 35, N. Y. 

2 Butyrylperazine (Bayer 1362) was provided 
through the courtesy of Dr. J. Sommer, Farben- 
fabriken Bayer, Leverkusen, West Germany. The 
authors are grateful to Riker Laboratories, North- 
ridge, Los Angeles, for additional supplies ( Riker 
595), as well as a generous grant-in-aid. 


and patients did not complain of feeling 
like “lead.” The drowsiness was not dose- 
related. The use of increasingly higher doses 
(300 mg. daily—4 patients) did not ma- 
terially influence the end result. Neither 
dyskinesia nor other neuromuscular involve- 
ment was observed, contrary to other ob- 
servations(1). Since acutely ill patients did 
not respond rapidly, it would seem that 
butyrylperazine has a slow onset of action. 
Patients discontinued from the drug re- 
lapsed, at times within 48 hours, suggesting 
a rapid excretion. Although many of the 
present group of patients were chronically 
ill, thioperazine achieved a substantially bet- 
ter result in a similar patient sample(4). 
The effectiveness of butyrylperazine appears 
to lie between chlorpromazine and the 
other piperazine phenothiazines. 

We were unable, therefore, to confirm the 
German observations. In a review of the 
data with Professor Flugel and his collabora- 
tors, it was found that : 1) our highest dose 
(300 mg. daily ) was approximately 10 times 
their maximum dose ; 2) their incidence of 
extrapyramidal reactions was almost twice 
the present group ; 3) dyskinesias occurred 
in 45% of their patients with none in our 
series ; and 4) their improvement rate was 
in the neighborhood of 65-70%. This sug- 
gested that we were dealing with a different 
patient sample. 

Our inability to confirm European find- 
ings with this drug, “Haloperidol” or “Tarac- 
tan,” has made it necessary to review the en- 
tire problem of drug evaluation as affected 
by genetic, socioeconomic, cultural and 
other factors. Little attention has been given 
to the setting in which drug trials are con- 
ducted. At the present time, our tentative 
hypothesis is that the apparently marked 
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heterogeneity of the present patient popu- 
lation probably represents a genetically dif- 
ferent biochemical reactivity in terms of 
each patient’s response to treatment. 

This problem is now being investigated 
jointly, through the use of matched samples, 
with Dr. D. Bente (University of Erlangen, 
Germany), and Dr. J. Collard ( University 
of Liege, Belgium), and will be reported in 
greater detail at another time. 
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PRELIMINARY REPORT ON TARACTAN 


JANF E. OLTMAN, M.D., anp SAMUEL FRIEDMAN, M.D. 


Taractan? is 2-chloro-9-(3-dimethyl-am- 
. inopropylidene ) thioxanthene. Although not 
a phenothiazine derivative, it is stated by 
the manufacturer to have tranquilizing po- 
tency similar to that of the phenothiazine 
compounds and also to exhibit antidepres- 
sant efficacy. 

The drug was administered to 53 newly 
admitted patients. It was discontinued in 3 
patients, leaving 50 cases for evaluation. 
They were all females, ranging in age from 
16 to 70, with 58% in the third and fourth 
decades of life. Diagnostic classification is 
indicated in Table 1. Dosage ranged from 


garded as “mixed type” and 1 as depressed. 
Of the 12 patients in these 2 diagnostic cate- 
gories, 8, or 67%, were considered to have 
achieved a remission or much improved 
status, and 3, or 25%, were regarded as im- 
proved. It is apparent, therefore, that the 
drug exerts its greatest effect on patients 
with prominent affective components in 
their illness. 

Of the 32 schizophrenic patients, only 2 
were regarded as much improved and 3 as 
improved. The duration of present illness in 
these 5 patients was 1 year or less. In con- 
trast, only 15% of the schizophrenics with 


TABLE 1 


Diagnosis 


Much improved 


Remission or 
Improved 


Schizophrenia 
Schizo-affective 
Manic-depressive 
Involutional psychosis 
Psychoneurosis 


(12%) 


3 
3 
0 
0 
0 
6 


1 


(24%) 


100 to 300 mg. daily, with 150 to 200 mg. as 
the most frequent daily dosage. The drug 
has been used for periods ranging up to 5 
months. 

Results are indicated in Table 1. It is 
evident that best results were obtained in 
the schizo-affective and manic-depressive 
groups. In the latter, 2 patients were re- 


1 Newtown, Conn. 
2 Supplied by Hoffman-La Roche Inc., Nutley, 


insignificant improvement had a present ill- 
ness of less than 1 year. In 70% it was more 
than 2 years, and in 41% more than 5 years. 
As emphasized in a previous report(1), 
duration of present illness is a significant 
prognostic factor in schizophrenia. It should 
be indicated also that in the schizo-affective 
group, duration of present illness may have 
been a pertinent modifying factor, as in 
67% of this group the present illness was less 
than 1 year. The sole patient in this group 
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who failed to improve had been ill more 
than 5 years. 

Of the 32 schizophrenics, 20 also received 
other ataractic drugs, either before or after 
Taractan or at a previous episode of illness. 
In 6 instances, other drugs produced a su- 
perior level of improvement, in 12 cases they 
were equally ineffective and in 2 the degree 
of improvement was similar. 

Complications were absent and side-ef- 
fects were few at the dosage level employed. 
As indicated, the drug was discontinued in 
3 cases within a few days because of exces- 
sive somnolence or dizziness. In the group of 
50 patients, there were 4 who complained of 
mild drowsiness, 1 exhibited some degree 
of restlessness and 1 had hypotension. Thus 
side-effects were definitely less than with 


other drugs. One depressed patient, de- 
scribed briefly in a previous communication 
(2), who had experienced dizziness and 
fainting under Marplan and Tofranil, re- 
covered uneventfully under Taractan. 


CONCLUSIONS 


It may be stated that Taractan appears 
helpful in patients who exhibit prominent 
affective components in their illness. It 
would seem to merit further study. 
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A PILOT STUDY OF THE EFFECTS OF PATHCOLE, A SEROTONIN 
ANTIMETABOLITE, ON SCHIZOPHRENIC PATIENTS 


G. VASSILIOU, M.D., E. COSTA, M.D., G. BRUNE, M.D., 
CLARA MORPURGO, M.D., G. AYALA, M.D., H. E. HIMWICH, M.D., 
anv VASSO VASSILIOU, M.A.? 


PURPOSE 


Accumulated experimental evidence as 
assessed by Woolley(1, 2) suggests that 
errors in the metabolism of brain serotonin 
may be associated with such mental states as 
depressions, with a deficiency of serotonin, 
and acute psychotic stages, with an excess of 
serotonin. In an effort to obtain more in- 
formation in this area Shaw and Woolley(3) 
synthesized Pathcole (6-phenylamidino-1,2, 
3,4, tetrahydrocarbazole). This drug, a 
potent antagonist to serotonin exerting tran- 
quilizing effects in laboratory animals, was 
well tolerated in preliminary trials on non- 
psychotic human beings. 

The purpose of the present study was to 
investigate the effects of Pathcole on acutely 
disturbed schizophrenic patients. 


EXPERIMENTAL DESIGN 
Six acutely disturbed schizophrenic pa- 
tients were selected, 3 females and 3 males, 


1From the Thudichum Psychiatric Research 
Laboratory, Galesburg State Research Hospital, 
Galesburg, Illinois. 


age range 19 to 38 (average 26 years). Du- 
ration of illness was less than one year for 3 
and no more than 5 years for the other 3. 
Two had been diagnosed as chronic undif- 
ferentiated schizophrenic and 4 of the para- 
noid type. 

Their selection for this study was based 
on additional independent evaluations to 
establish the presence of fully developed 
acute psychotic states. All patients presented 
hyperactivity, confusion, incoherent and 
irrelevant thought processes, delusions and 
one or more of the following disturbances : 
hallucinations, ideas of reference, flight of 
ideas, inappropriate affect, disorientation. 


The experimental design included 3 con- 
ditions : 

Condition I : A 2-week observation period 
following the transfer of patients in the re- 
search wards. Although an adequate knowl- 
edge of the behavioral patterns of all 6 pa- 
tients was already available for comparison 
with possible drug changes, condition I pro- 
vided for a levelling of any behavioral 
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changes the transfer to the research ward 
might have induced. 

Condition II: A 5-week period under 
Pathcole during which a starting dose of 
25 mg. daily was increased at the end of the 
first week to 25 mg. b.i.d. and was raised 
still further in accordance with individual 
progress until the dose of 25 mg. q.i.d. was 
reached for 3 patients while the other 3 
attained the dosage of 25 mg. t.i.d. Pathcole 
was given for 5 weeks only because of our 
limited supply of that drug. 

Condition III: A 4-week period under 
placebo. 


At the beginning of condition I and at the 
end of conditions II and III respectively, the 
patients had physical examinations and in 
addition laboratory studies including CBC, 
urinalysis, and liver tests. Psychological ex- 
aminations included a battery of 2 projective 
tests (Rorschach and Draw-a-Person), and 
4 subtests from the Wechsler Adult Intelli- 
gence Scale (Information, Comprehension, 
Similarities, Digit Symbol). During all 3 
conditions patients were interviewed weekly 
by 6 physicians for evaluation of mental 
status and observations of blood pressure, 
pulse, perspiration, dermographism and re- 
flexes. 


RESULTS 


Two patients, A and B, showed some im- 
provement which lasted throughout 
condition III. Restlessness and psychotic 
symptoms decreased, rapport and behavior 
improved. Psychological tests showed in- 
creased motor coordination for A and in 
addition better relations with reality and 
less explosive expression of emotions for B. 
Patients C and D exhibited a shift of psy- 
chomotor activity toward normal limits and 
improved ward adjustment. In patient C this 
improvement was maintained throughout 
condition III with better relations with re- 
ality, less disruptive aggression, less ex- 
plosive expression of emotions, decreased 
number of Rorschach responses and de- 
creased motor coordination. Patient D, after 
the second week of condition III, became 
aggressive, disturbed and was not testable. 
Finally patients E and F showed some im- 
provement during the third and fourth week 


of condition II. Restlessness decreased, 
thought processes became somewhat or- 
ganized, and affect improved. In the fifth 
week of Pathcole (25 mg. q.id.) they de- 
veloped, however, a temporary turbulance- 
like stage including motor restlessness. Their 
previous psychotic symptomatology was ac- 
celerated as they became combative, un- 
manageable and were not testable. 

The observed physiological changes were 
definite but did not show any specific cor- 
relation with the described clinical and psy- 
chological changes. All patients presented 
increased pulse rate (group mean rising 
from 92 to 112) and reflexes became more 
active (group mean from 1+ to 3+). Five 
patients revealed moderate increases of 
blood pressure (group mean from 109/74 to 
137/88) and in only one case did blood 
pressure present no significant changes. 
Dermographism increased in all patients. 
Idiomuscular reactions appeared in the fifth 
week of medication in all patients. Perspira- 
tion exhibited variable changes. No side re- 
actions were observed. 

There is no direct evidence that Pathcole 
actually entered the brain, and with tech- 
niques now available it is not possible to 
decide this point. Thus the results of this 
clinical study can not be used to substan- 
tiate nor to eliminate the hypothesis that ex- 
cess of serotonin in the brain contributed 
to acute psychotic states. The observed 
moderate temporary improvements might 
be interrupted in accordance with Woolley’s 
hypothesis and point to the need of more 
extensive studies of serotonin antimetabo- 
lites. 


SUMMARY 


The effects of Pathcole on 6 acutely dis- — 
turbed schizophrenic patients were studied 
and some temporary improvements of vary- 
ing durations were observed in each patient. 
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COMMENTS 


NATIONAL ASSOCIATION FOR MENTAL HEALTH 
GOLDEN ANNIVERSARY * 


Fifty years ago Clifford Beers, with the 
encouragement and support of Adolf Mey- 
er, William H. Welch, William James and 
others, established in New York City the 
National Committee for Mental Hygiene, 
which he served as secretary for many 
years. 

Ten years ago, the National Committee 
merged with the National Mental Health 
Foundation and the Psychiatric Foundation 
to form the present National Association 
for Mental Health. 

Clifford Beers had a long perspective 
and he foresaw growing through the years 
a great science-based humanitarian move- 
ment in the interests of mental health. To 
some of his friends, Mr. Beers’ forecast 
seemed nothing less than visionary, but he 
lived to see his dream realized ; and in 1930 
he was the central figure in an international 
congress in Washington to which came 
delegates from more than 50 countries rep- 
resenting as many mental hygiene societies, 
to pay him tribute. 

Now this great national society in its 
present enlarged form is 50 years old, with 
more than 800 affiliates and over a million 
members and volunteers throughout the 
country. The Report of the N.A.M.H. of its 
last year of the half-century gives a vivid 
picture of progress during those five dec- 
ades, and of its present and continuing proj- 
ects and activities. 


1The manuscript of this comment, prepared 
last year, was lost sight of during the process of 
moving the editorial office. 

Because of the importance of the events com- 
memorated it is felt that it should be published 


even thus belatedly. 
Ed. 


This report makes good reading. It tells 
of the research program of the National 
Association under the direction of Dr. Wil- 
liam Malamud whose views of how research 
should be conducted were set forth in his 
Presidential Address before the American 
Psychiatric Association in Atlantic City in 
May of last year. During 1959, the Research 
Committee of N.A.M.H. made grants 
amounting to $119,418.00 to 15 research 
projects throughout the country. In addi- 
tion, the Committee distributed $108,700.00 
granted for schizophrenia research by the 
Supreme Council of the 33rd Degree Scot- 
tish Rite Freemasonry Northern Masonic 
Jurisdiction for the year 1959. It will be re- 
called that during the past 26 years the 
Scottish Rite has provided more than $1,- 
500,000.00 for research in schizophrenia. 

Following testimony before Congress by 
N.A.M.H. and other agencies the Federal 
Government appropriated $68,000,000 to 
the National Institute of Mental Health 
for 1960. This compares with $4,250,000 in 
1948, since which date, appropriations for 
this purpose have steadily increased. 

The Golden Anniversary Meeting of the 
N.A.M.H. last year in Philadelphia was the 
largest in its history with delegates from 
41 states and Canada. At this meeting, 
tribute was paid to Dr. George S. Steven- 
son, retiring Director after 33 years of de- 
voted service. He was presented with a 
massive testimonial volume containing let- 
ters of appreciation from government and 
psychiatric leaders throughout the world. 

This historic Report of the National As- 
sociation for Mental Health was appro- 
priately introduced by its President, Mrs. 
A. Felix du Pont, Jr. 
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NEWS AND NOTES 


DeEpICATION OF THE Houston State Psy- 
cHIATRIC INstrruTE.—The new building of 
the Houston State Psychiatric Institute for 
research and training in the Texas Medical 
Center was dedicated on February 3, 1961. 
The Institute is a division of the Texas 
Board for State Hospitals and Special 
Schools—C. J. Ruilmann, Director—and is 
closely affiliated with the Department of 
Psychiatry of Baylor University College of 
Medicine..W. T. Lhamon is Chairman of 
the Department and has been Director of 
the Institute since its formation 3 years ago. 

The chief address at the dedication en- 
titled “Service, Research and Survival” was 
given by Dr. Kenneth E. Appel. The dedi- 
cation was made by Dr. Ruilmann and Dr. 
Lhamon. 

At the banquet in the evening, Dr. Louis 
J. West gave an address entitled “The 
Challenge of Experimental Psychiatry.” To 
Dr. Eugen Kahn, Professor of Psychiatry at 
Baylor University College of Medicine and 
consultant psychiatrist to the Institute, a 
scroll was presented in which his friends 
and colleagues acknowledged their indebt- 
edness to him : 

“For pioneering accomplishments in the 
earliest psychiatric institutes of Europe and 
America ; 

For wise counsel to the faculty of the 
Department of Psychiatry of Baylor Uni- 
versity College of Medicine and the staff 
of the Houston State Psychiatric Institute ; 

For scholarly contributions as a teacher, 
clinician, scientist, and writer for which he 
is honoured throughout the world ; 

For the warm compassionate feelings 
toward his fellow men which bring to them 
inspiration, affection, and humor.” 

Both ceremonies and an open house were 
attended by several hundreds including 
members of the Texas legislature. Out of 
town guests included Dr. Robert L. Stub- 
blefield ; Dr. Hamilton Ford; Dr. T. H. 
Hill; Dr. Floyd Cornelison; Dr. Hugh 
C. Blodgett, Chairman of the Department 
of Psychology, University of Texas; Dr. 
Louis D. Cohen, Professor of Psychology, 
Duke University School of Medicine ; Dr. 
Irwin J. Knopf, Psychologist, Southwestern 
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Medical School; Dr. William Hurder of 
the Southern Regional Education Board ; 
Dr. Robert Sutherland, Hogg Foundation. 

The new building is of advanced design 
and in its 70,000 square feet of space con- 
tains a 60-bed hospital, adult and child out- 
patient clinics and a day hospital. These 
will be used solely for research and training 
purposes. 

Nearly half of the space is devoted to 
laboratories for biochemical, biophysical, 
neurophysiological, pharmacologic, psycho- 
logic and sociologic research. Staff mem- 
bers, who hold joint appointments in Baylor 
include John Kinross-Wright, Associate di- 
rector, Neil Burch, William Boardman, 
Robert Edelberg, Seymour Fisher, Charles 
Gaitz, Sanford Goldston, James Knight, Ir- 
vin Kraft, and James Ragland. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
Tion.—At the 38th annual meeting of the 
Association, Mar. 23-25, in New York City, 
Fritz Redl, Ph.D., became president for the 
year 1961-62. 

Edward D. Greenwood, M.D., was named 
president-elect to take office in 1962, and 
Jules Henry, Ph.D., was elected vice-presi- 
dent. 


Eastern Psycutatric Associa- 
TIoN.—The sixth annual meeting of the 
Eastern Psychiatric Research Association 
will be held October 27 and 28, 1961 in 
New York City. 

The theme of the meeting will be “Ex- 
panding Goals of Genetics in Psychiatry 
(1936-1961 ).” 

Further information may be obtained 
from David J. Impastato, M.D., Secretary- 
Treasurer, 40 Fifth Ave., New York, N. Y. 


Tue INTEKNATIONAL SocreTy FoR CLIN- 
ICAL AND EXPERIMENTAL Hypnosis.—The 
Society will hold its annual convention July 
16-22 in Rio de Janeiro in conjunction with 
the Congresso Pan-Americano de Hipnolo- 
gia and the Congress Braileiro de Hipnolo- 
gia. The program will emphasize concepts 
and definitions of hypnosis, neurophysi- 
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ology of hypnosis, and medico-legal and 
ethical concepts in its practice. Those inter- 
ested in attending or presenting papers can 
secure additional information by writing 
either : Oscar Farina, M.D., lst Secretary, 
Brazilian Division ISCEH, R. Estados Uni- 
dos, F95, Sao Paulo, or David Akstein, 
M.D., President, Brazilian Society of Med- 
ical Hypnosis, Ruo Cinco de Julho, 376, 
Copacabana, Rio de Janeiro, Brazil. 


Yate Unriverstry ScHoot or MEDICINE 
PostpocroraL IN PsyYCHia- 
tTRY.—The Department of Psychiatry an- 
nounces training fellowships focussed on 
laboratory work ; training in clinical psy- 
chiatry is provided when required. The 
training is arranged to meet the specific 
goals and needs of each candidate. 

Applications will be accepted from can- 
didates with the M.D. or Ph.D. degree. 
Candidates from psychiatry should com- 
plete their second year of residency prior to 
their work on this program. 

Stipends generally range from $6500 to 
$8500 per annum. 

For further information write to Dr. Ken- 
neth A. Chandler, Executive Director, Basic 
Science Program, Dept. of Psychiatry, 333 
Cedar St., New Haven 11, Conn. 


AMERICAN ELECTROENCEPHALOGRAPHIC 
Socrety.—The 15th annual meeting of the 
Society will be held at the Hotel Claridge, 
Atlantic City, June 9-11. The scientific pro- 
gram will include' two symposia: 1. The 
Medicolegal Electroencephalogram, Dr. 
Isadore S. Zfass, chairman, June 10 at 2:00 
p.m. 2. The Physiological Basis of Memory, 
Dr. Frank Morrell, chairman, June 11 at 
9:00 a.m. All members of the American Psy- 
chiatric Association are invited to attend. 


NationaL Counc. ON Famity ReEza- 
Tions.—The 1961 annual meeting of the 
NCFR will be held Aug. 23-25 at the Uni- 
versity of Utah. The keynote address on 
“Difference, Tolerance, and Cooperation” 
will be delivered by Opert Tanner of the 
University of Utah, well known as a philos- 
opher, great speaker, and world traveller. 

Three plenary sessions will follow: “Eth- 


ical Differences,” “Ideological Differences,” 
and “Religious Differences.” Wallace Ful- 
ton, New York City, will act as moderator 
for the sessions. 


East Bay Psycuiatric ASsOcIATION.— 
The officers of this society for the year 1961 
are as follows : President, Dr. Allen S. Mar- 
iner, San Leandro, Calif. ; President-Elect, 
Dr. Lloyd Patterson, Berkeley, Calif. ; Secre- 
tary, Dr. Melvin M. Lipsett, Berkeley, 
Calif. ; Treasurer, Dr. Eric Plaut, Berkeley, 
Calif.; Elected as Councillor, Dr. John 
Visher, Berkeley, Calif. 


A New University Post.—President 
Clarence B. Hilberry of Wayne State Uni- 
versity, Detroit, Michigan, reports the estab- 
lishment of a new faculty post, the “Uni- 
versity Professor” with its first incumbent 
Dr. John M. Dorsey who for the past 15 
years has held the chair in psychiatry at 
his university. 

It is understood that the duties of the 
new position will be quite informal. The 
University Professor will be able to main- 
tain contact with students and teachers in 
the various departments with a view to 
presenting the educational process as a 
rounded whole rather than as merely the 
opportunity for the student to acquire in- 
formation on a number of more or less iso- 
lated subjects in which he may find himself 
interested. A senior consultant, such as the 
new member of the faculty will be able 
to bring to the student body a new and 
broader concept of the learning experience, 
a wide humanistic view of what a univer- 
sity education can and should mean, both 
an outlook and an inlook on knowledge as 
the handmaid, though not a substitute for 
wisdom, leading in the direction of the 
ancient nihil humani tradition. 

This new development at Wayne State 
University will be followed with much in- 
terest. 


THe AMERICAN NEUROLOGICAL Associs- 
TIoN.—The 86th annual meeting of the 
American Neurological Association will be 
held at the Claridge Hotel, Atlantic City, 
New Jersey, June 12-14, 1961 under the 
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Presidency of Dr. Harold G. Wolff. 

Information regarding the meeting may 
be obtained from the Secretary, Dr. Melvin 
D. Yahr, Neurological Institute, 710 West 
168th Street, New York 32, New York. 


InstrTUTE Or GENERAL SEMANTICS.—The 
18th annual Seminar-Workshop in General 
Semantics—the first West-Coast Conference 
—will be held Aug. 12-27, 1961 at the Uni- 
versity of California, Santa Barbara. 

Enrollment limited to 60. Tuition, $300 
(includes registration fee $30, which must 
accompany application). Room and meals 
for the period and the meetings, $145. A 
few scholarships are available. 

For information write to : Registrar, In- 
stitute of General Semantics, Cakeville, 
Connecticut. 


Socrery ror PsycHorHysioLocicaL Re- 
SEARCH.—This new society will hold its first 
annual meeting in New York on Sept. 5 in 
conjunction with the American Psychologi- 
cal Association convention. The purpose of 
the society is to foster research on the so- 
matic responses and their psychological re- 
lations in various academic disciplines in- 
cluding psychology, physiology, biology, 
psychiatry and instrumentation. All scien- 
tists interested in this research field are in- 
vited to attend the meeting and to consider 
membership. President of the Society is 
Chester Darrow, Ph.D., Institute for Juve- 
nile Research, Chicago. 

Details regarding membership and the 
program may be obtained from the Secre- 
tary, Albert F. Ax, Ph.D., The Lafayette 
Clinic, 951 East Lafayette, Detroit 7, Michi- 
gan. 

THe AMERICAN Boarp oF PsyCHIATRY 
anD Nevro.ocy, Inc.—The following were 
certified at New Orleans, Louisiana, Mar. 
18, 20 and 21, 1961 : 


PSYCHIATRY 

Andricopoulou-Kechriotis, E., M.D., Peoria, Ill. 
Averbach, Irwin Jay, M.D., New York, N. Y. 
Barringer, Thad J., M.D., Raleigh, N. C. 
Bastiks, Edward, M.D., Poughkeepsie, N. Y. 
Board, Richard G., M.D., Washington, D. C. 
Bolin, Richard Reuel, M.D., Chicago, Ill. 
Brugger, Thomas, M.D., Cincinnati, Ohio. 
Buchholtz, George J.. M.D., Syracuse, N. Y. 
Busby, David Franklin, M.D., Niles, Ill. 
Cahan, Robert B., M.A., M.D., San Francisco, Calif. 


Carson, Ira M., M.D., Beverly Hills, Calif. 
Castile, Daniel S., M.D., Costa Mesa, Calif. 
Cooper, Harold Geoffrey, M.B., Duluth, Minn. 
Davis, George William, Jr., M.D., Houston, Tex. 
del Campo, Enrique J., M.D., Crownsville, Md. 
Denzel, Hermann Alfred, M.D., Noose pay Wis. 
Edisen, Clayton B., M.D., New Orleans, La 
Ehrenwald, Jan, M.D., New York, N. Y. 

Eisen, Sydney B., M.D., Chicago, Ill. 

Exelby, Paul A., M.D., ‘San Bernardino, Calif. 
Field, Howard Lawrence, M.D., Philadelphia, Pa. 
Fueyo, Antonio S., M.D., Topeka, Kans. 
Fulghum, Charles Benjamin, B.S., M.D., Atlanta, Ga. 
Furman, Seymour, M.D., Syracuse, N. Y. 
Gaitonde, Mangesh R., MD., D.P.M., Osawatomie, Kans. 
Garre, Walter J., M.D., Seattle, Wash. 

Gayle, R. Finley, II, M.D., Richmond, Va. 
Gelernter, George Jack, M.D., Great Falls, Mont. 
Glasser, William, M.D., Los Angeles, Calif. 
Gleason, Donald E., M.D., Canoga Park, Calif. 
Glen, Robert Story, M.D., Gainesville, Fla. 
Goldberg, Arnold, M.D., Chicago, Ill. 

Golden, Jules Samler, M.D., Slingerlands, N. Y. 
Green, Robert L., Jr., M.D., Durham, N. C. 
Greenberg, Ramon M., M.D., Brookline, Mass. 
Gruener, Robert D., M.D., Beverly Hills, Calif. 
Halpern, A. L.. M.D., Warren, Pa. 

Holloway, William H., M.D., Akron, Ohio. 
— C. Keith, MD., Auburn, Calif. 


D., Radford, Va. 
Kehne, Christine W., M. D., Washington, D. C. 
Kim, Kisik, M.D., Omaha, ‘Neb. 
King, Peter D., M.D., Encino, Calif. 
Knopp, Walter, M.D., Columbus, Ohio. 
Kramer, Milton, M.D., Cincinnati, Ohio. 
Langsley, Pauline Royal, M.D., San Francisco, Calif. 
Leiderman, P. Herbert, M.A., M.S., M.D., Boston, 
Lewis, Thomas Howard, M.D., Bethesda, Md. 
Leopold, Jay Virden, M.D., San Francisco, Calif. 
Levy, Norman Malitz, M.D., New York, N. Y. 
Lubizka, Alexandra, M.D., Philadelphia, Pa. 
Lunde, Finn, M.D., Ingleside, Neb. 
Lunsky, Louis L., M.D., Los Angeles, Calif. 
Lyle, Francis A., M.D., Waco, Tex. 
MacAulay, Malcolm G., M.D., Beckley, W. Va. 
Malcolm, Andrew Ian, M.D., Whitby, Ont. 
Malloy, Bernard Mathis, A.B., M.D., Washington, D. C. 
Martin, Jack, M.D., Dallas, Tex. 
McKaight, John N., M.D., Jamaica, N. Y. 
McLeod, Roderick R., B.A., M.D., Kittanning, Pa. 
Mersereau, Bertram Sturgis, M.D., New York, N. Y. 
Midura, Peter P., M.D., Auburn, N. Y. 
Morris, Charles W., M.D., Lakeland, Ky. 
Mullen, Andrew J., M.D., Shreveport, La. 
Nathan, Robert J., M.D., Narberth, Pa. 
Navarrete, Jose, M.D., Arlington, Va. 
Owens, David J., M.D., Washington, D. C. 
Payson, Henry Edwards, M.D., New Haven, Conn. 
Perkins, Wesley A.. M.D., Boston, Mass. 
Peters, Frederick Moore, M. D., Fort Steilacoom, Wash. 
Pinsker, Henry, M.D., New York, N. Y. 
Quintanilla, Jaime, M.D., Amarillo, Tex. 
Rippy. Wilson C., Jr., M.D., Buener, N. C 
Roat, Aldon Narber, M.D., Beverly Hills, Calif. 
Robbiano, Dewey, Jr., M.D., Albany, N. Y. 
Rommer, J. Jay, M.D., Newark, N. J. 
Rudin, Edward, M.D., Sacramento, Calif. 
Samuels, Arthur S., M.D., New Orleans, La. 
Schusdek, Alexander, M.D., New York, N. Y. 
Shane, Morton, M.D., Beverly Hills, Calif. 
Shapiro, Robert C., M.D., Phoenix, Ariz. 
Sheard, Michael H., M.B., M.R.C.P., Hartford, Conn. 
Simons, Jack Hamblen, M.D., Houston, Tex. 
Sletten, Ivan Wayne, M.D., Minneapolis, Minn. 
Smith, Garth Chicago, Ill. 
Spurlock, Fae H., MD., Topeka, Kans. 
Stephenson, William Francis, M.D., Denver, Colo. 
Stewart, Mervin S., M.D., Pittsburgh, Pa. 
Stone, William E., M.D., Boston, Mass. 


Mass. 
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Wallace, James A., MD., Memphis, Tenn. 

Warren, Max, M. D. Ferndale, Mich. 

Wellso, Charles G., M.D., Cedar Rapids, Iowa. 
Wendell, Margaret Richter, M.D., Minneapolis, Minn. 
Whipple, Gladys Russell, M.D., Foxboro, Mass. 
Whitehurst, W. Laney, M.D., Jacksonville, Fla. 
Whittington, H. G., M.D., Lawrence, Kans. 

Zaitlin, Robert, M.D. New York, N. Y. 


NEUROLOGY 


_ Angel, Ronald Winfield, M.D., Hines, Ill. 


Dyken, Mark Lewis, M.D., New Castle, Ind. 
Flora, George C., M.D., Minneapolis, Minn. 
Goldberg, Harold H., MD., New York, N. Y. 


Nelson, John Woolard, MD., Memphis, Tenn. 
Thomas, Juergen E., M.D., MS. a Mino 
Toole, James F., M.D., Philadelphia, 

White, Joseph Courtney, Jr., M.D., Pa. 


Deatu By Succestion.—Theodore X. Bar- 
ber, Ph.D., writing in Psychosomatic Medi- 
cine (March—April 1961), considers reports 
of various forms of “voodoo death” among 
nonliterate people and concludes that black 
magic, sorcery, or suggestion have not been 
demonstrated to be the direct cause of such 
deaths ; that some reported cases were ap- 
parently due to poison or organic disease, 
that in some instances the victim, believing 
death to be inevitable because of sorcery, 
refused food and water and died of starva- 
tion and dehydration ; that the hypothesis 
that such death may be due to overstimula- 
tion of the sympathicoadrenal system or of 
the parasympathetic system is premature. 


Wisconsin Psycuatnic Instrrute.—The 
Institute and the Department of Psychiatry, 
University. of Wisconsin Medical Center, 
will sponsor a 3-day interdisciplinary re- 
search conference, August 29-31, 1961 on 
“The Physiological Correlates of Psycholog- 
ical Disorders.” Topics will include adren- 
ocortical function during anxiety, psycho- 
physiological problems, psychological fac- 
tors in cardiovascular responses, and others. 

Accommodations will be in lake front 
dormitories. Interested scientists and their 
families are cordially invited. Inquiries may 
be addressed to : Coordinator of Postgrad- 
uate Medical Education, The Wisconsin 
Center, 702 Langdon St., Madison 6, Wisc. 


Dr. Honorep.—The Southern Cal- 
ifornia Psychiatric Society at its annual 
meeting Apr. 29, 1961, presented a scroll to 


Daniel Blain, M.D., Director of the Depart- 
ment of Mental Hygiene, State of California, 
for his long record of important contribu- 
tions to the field of mental health. Dr. Blain, 
an international figure in psychiatry, was 
the first medical director of the American 
Psychiatric Association, and served ten years 
in that capacity before assuming this present 
post in California. 


Eastern Psycuiatric Researcu Associa- 
TION.—The 26th meeting of this Association 
will be held on June 22, 1961 at 8:00 p.m. 
at the New York University Medical School, 
30th Street and First Avenue, New York 
City. 

Topics: 1. “The First Organization of 
Ex-patients of a Psychiatric Hospital—25 
Years Later,” Jacob Friedman, M.D., New 
York City. 2. “Ambulatory Maintenance 
Electric Coma Therapy in Chronic Mental 
Illness—a 10-year Review of 50 Patients,” 
Emerick Friedman, M.D., Albany, N. Y. 3. 
“Views and Practices in Psychiatric Pharma- 
cology,” Brian C. M.D., 
Arlington, Va. 


Psycumatric Facuuries in Israex, 1960.— 
In December, 1960, I visited Israel for a 
short stay of 2 weeks. I shall mostly detail 
facilities around the intellectual center of 
the country, Jerusalem, but first will sketch 
a few observations about psychiatry in the 
country as a whole. 

Psychiatric patients in Israel are cared 
for as follows: 1. The Government main- 
tains, by far, the most facilities ; 2. There 
are private practitioners in psychiatry and 
psychoanalysis, although they seem to carry 
less of the total patient load than in the 
United States; 3. Some Psychiatric treat- 
ment is provided through the various Sick 
Funds, of which the largest is Kupat Holim, 
the Sick Fund of the General Labor Feder- 
ation (the Histadrut) ; 4. The kibbutzim 
singly and jointly provide for some of their 
psychiatric needs, for example, they main- 
tain a Child Guidance Center at Oranim 
(see, M.: Am. J. Psychiat., 117 : 
732, Feb. 1961) ; 5. The Hadassah Medical 
Organization carries out extensive programs 
of care; 6. Other privately supported or- 
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ganizations offer treatment, such as the 
American Joint Distribution Committee 
which cares for aged psychiatric patients in 
various parts of Israel. 

The rest of my observations concern Jeru- 
salem and its vicinity, which was the main 
focus of my visit. Several hospitals in the 
Tel Aviv area are described (in Klein, I. J. : 
Am. J. Psychiat., 117: 459, Nov. 1960). 
In the Talbieh section of Jerusalem is the 
headquarters of the Israel Psychoanalytic 
Society (Dr. Erich Gumbel, President, M. 
Brandt, Secretary ). It is an active organiza- 
tion, has a training institute, and includes 
members in the other cities of Israel. It 
holds some of its meetings and conducts 
part of its training program in Tel Aviv. Its 
members devote part of their time to psy- 
chiatry—Dr. H. Winnik is Director of the 
Talbieh Hospital and Dr. J. Schossberger 
heads the “Work Village” ; Dr. Gumbel is 
Consultant to the Child Guidance Clinic 
of the Hadassah Medical Organization (The 
Albert and Mary Lasker Child Psychiatry 
Department). 

The Government maintains a psychiatric 
hospital at Eitanim, near Jerusalem. This 
includes a children’s ward with approxi- 
mately 20, mostly autistic, patients. Of its 
roughly 100 beds for adults half are for 
acutely ill patients. Eventually it is planned 
to expand the hospital to 250 beds. The 
Government also operates for chronic cases 
a “Work Village” with emphasis on rehabili- 
tation and provides funds for the care of 
patients in other hospitals, such as the cus- 
todial hospital at Ezrat Nashim, directed by 
the University professor of neurology, Dr. 
Halperin. 

The Histadrut has its own psychiatric 
hospital in Jerusalem, the Talbieh Hospital, 
which includes an outpatient clinic, and 
supplies money for their members’ visits 
elsewhere, such as to the Hadassah clinics. 

Dr. I. Zellermayer is the head of the de- 
partment of psychiatry, Rothschild Hadassah 
University Hospital and Hebrew Univer- 
sity—Hadassah Medical School. The depart- 
ment includes an 11-bed inpatient service 
for research and teaching and an active out- 
patient division (for description see Moses, 
R., and Shanan, J.: Arch. of Gen. Psych., 
4: 60, Jan. 1961). Members of this depart- 


ment, Drs. S. R. Moses and D. Hertz, are also 
consultants to the Institute of Criminology 
of the University. In a few months this de- 
partment will move from its present scat- 
tered quarters to biblically historic Ain 
Karem, outside of Jerusalem, where rise 
the fabulous modern buildings of the new 
Hadassah-Hebrew University Medical Cen- 
tre. Careful and thoughtful planning have 
produced what should be one of the most 
efficient as well as beautiful hospitals in the 
world today. 

Hadassah also supports the Lasker Child 
Guidance Clinic, directed by Dr. Joseph 
Oren, who with Drs. Moses and Hertz, ob- 
tained part of their training in this country. 

There are other small private hospitals 
in Jerusalem, and there still persists the 
former custom of caring for psychiatric pa- 
tients in private homes. The Israeli Neuro- 
psychiatry Association, of which Dr. Hertz 
is Secretary, has its headquarters in Jeru- 
salem. 

Though this is not a complete description 
of psychiatry in Israel, by focusing on var- 
ious facilities I found in Jerusalem, I am 
implying that Israel has a level of psy- 
chiatry which compares favorably in many 
ways with other modern countries. 

James A. Kleeman, M.D. 
New Haven, Conn. 


CanapiAN MENTAL ResearcH REWARD 
AvAILaBLE.—The Canadian Mental Health 
Association’s National Mental Health Re- 
search Fund is now accepting applications 
for its annual Research Award, approxi- 
mately $25,000. Te 

The recipient should reside in Canada 
and have appropriate scientific qualifica- 
tions in any of the professional disciplines 
directly related with mental health or men- 
tal illness. The final selection of a candidate 
is the sole responsibility of the director of 
the Fund—Dr. Ray Farquharson, M.B.E., 
F.R.C.P., who is also director of the Medi- 
cal Research Council in Ottawa. 

Letters of application should be sent not 
later than June 1, 1961 addressed to: Dr. 
Ray Farquharson, Director, Mental Health 
Research Fund, Canadian Mental Health 
Association, 11% Spadina Road, Toronto 4. 
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ganizations offer treatment, such as the 
American Joint Distribution Committee 
which cares for aged psychiatric patients in 
various parts of Israel. 

The rest of my observations concern Jeru- 
salem and its vicinity, which was the main 
focus of my visit. Several hospitals in the 
Tel Aviv area are described (in Klein, I. J. : 
Am. J. Psychiat., 117: 459, Nov. 1960). 
In the Talbieh section of Jerusalem is the 
headquarters of the Israel Psychoanalytic 
Society (Dr. Erich Gumbel, President, M. 
Brandt, Secretary ). It is an active organiza- 
tion, has a training institute, and includes 
members in the other cities of Israel. It 
holds some of its meetings and conducts 
part of its training program in Tel Aviv. Its 
members devote part of their time to psy- 
chiatry—Dr. H. Winnik is Director of the 
Talbieh Hospital and Dr. J. Schossberger 
heads the “Work Village”; Dr. Gumbel is 
Consultant to the Child Guidance Clinic 
of the Hadassah Medical Organization (The 
Albert and Mary Lasker Child Psychiatry 
Department). 

The Government maintains a psychiatric 
hospital at Eitanim, near Jerusalem. This 
includes a children’s ward with approxi- 
mately 20, mostly autistic, patients. Of its 
roughly 100 beds for adults half are for 
acutely ill patients. Eventually it is planned 
to expand the hospital to 250 beds. The 
Government also operates for chronic cases 
a “Work Village” with emphasis on rehabili- 
tation and provides funds for the care of 
patients in other hospitals, such as the cus- 
todial hospital at Ezrat Nashim, directed by 
the University professor of neurology, Dr. 
Halperin. 

The Histadrut has its own psychiatric 
hospital in Jerusalem, the Talbieh Hospital, 
which includes an outpatient clinic, and 
supplies money for their members’ visits 
elsewhere, such as to the Hadassah clinics. 

Dr. I. Zellermayer is the head of the de- 
partment of psychiatry, Rothschild Hadassah 
University Hospital and Hebrew Univer- 
sity—Hadassah Medical School. The depart- 
ment includes an 11-bed inpatient service 
for research and teaching and an active out- 
patient division (for description see Moses, 
R., and Shanan, J.: Arch. of Gen. Psych., 
4: 60, Jan. 1961). Members of this depart- 


ment, Drs. S. R. Moses and D. Hertz, are also 
consultants to the Institute of Criminology 
of the University. In a few months this de- 
partment will move from its present scat- 
tered quarters to biblically historic Ain 
Karem, outside of Jerusalem, where rise 
the fabulous modern buildings of the new 
Hadassah-Hebrew University Medical Cen- 
tre. Careful and thoughtful planning have 
produced what should be one of the most 
efficient as well as beautiful hospitals in the 
world today. 

Hadassah also supports the Lasker Child 
Guidance Clinic, directed by Dr. Joseph 
Oren, who with Drs. Moses and Hertz, ob- 
tained part of their training in this country. 

There are other small private hospitals 
in Jerusalem, and there still persists the 
former custom of caring for psychiatric pa- 
tients in private homes. The Israeli Neuro- 
psychiatry Association, of which Dr. Hertz 
is Secretary, has its headquarters in Jeru- 
salem. 

Though this is not a complete description 
of psychiatry in Israel, by focusing on var- 
ious facilities I found in Jerusalem, I am 
implying that Israel has a level of psy- 
chiatry which compares favorably in many 
ways with other modern countries. 

James A. Kleeman, M.D. 
New Haven, Conn. 


CaNnapDIAN MENTAL Research REWARD 
AVAILABLE.—The Canadian Menta! Health 
Association’s National Mental Health Re- 
search Fund is now accepting applications 
for its annual Research Award, approxi- 
mately $25,000. 

The recipient should reside in Canada 
and have appropriate scientific qualifica- 
tions in any of the professional disciplines 
directly related with mental health or men- 
tal illness. The final selection of a candidate 
is the sole responsibility of the director of 
the Fund—Dr. Ray Farquharson, M.B.E., 
F.R.C.P., who is also director of the Medi- 
cal Research Council in Ottawa. 

Letters of application should be sent not 
later than June 1, 1961 addressed to: Dr. 
Ray Farquharson, Director, Mental Health 
Research Fund, Canadian Mental Health 
Association, 11% Spadina Road, Toronto 4. 
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the author is known, since the complete bibliographical reference is to be found only after 
the author’s name. When there are two or more authors for an article the complete entry 
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Titles under the Subject Index are often inverted or shortened, and when there are two 
or more authors, the name of only the first is shown. For the complete author reference, the 
Author Index should be consulted. The Subject Index covers original articles, biographical and 
historical materials, book reviews, in memoriams, and editorial comments. 

Complete book titles are listed under Book Reviews in the Subject Index. Ed. indicates 


an editorial comment ; 


H.N. a historical note ; C.N. a clinical note; C.R. case report; A.N. 
administrative note ; and Corr. correspondence. 


SUBJECT INDEX 


A 

Abstract Thinking : Modes of, and Psychosis ; 
N. McConaghy, 106, Aug. ’60. 

Academic Lecture: A Sociologist’s View on 
Patient Care; Leo Simmons, 385, Nov. 
60. 

Administrative Psychiatry (Review of Psychi- 
atric Progress, 1960) ; J. Martin Myers, 
649, Jan. '61. 

Administrative Therapy : Principles of ; D. H. 
Clark, 506, Dec. 60. 


Adolescence : 
In State Hospital ; James F. Suess, 891, Apr. 
Mental Hospital Treatment of Troubled 
Youth ; Donald M. Hamilton, 811, Mar. 
61. 
Adolf Meyer Lecture : The Study of Defect ; 
Sir Aubrey Lewis, 289, Oct. ’60. 
Age: See Geriatrics. 
Agranulocytosis: See Psychopharmacology, 
Side Effects. 
Alcoholism : 
Alcoholism (Review of Psychiatric Progress, 
~ 1960) ; Karl M. Bowman, 628, Jan. ’61. 
And the Hypothesis of Reciprocal Comple- 
mentarity ; A. H. Hobbs, 228, Sept. ’60. 
Obsessive-Compulsive Alcoholic; Edward 
Podolsky, 236, Sept. "60. 
American Psychiatric Association : 
Annual Meeting, 1960 (Ed.) ; 82, July ’60. 
Committee Structure ; 943, Apr. ’61. 
116th Annual Meeting, Atlantic City, N. J., 
1960 (Ed.) ; 253, Sept. ’60. 
Official Reports : 
Coordinating Committee on the Technical 


Aspects of Psychiatry (Ed.); 265 
Sept. ’60. 
a Board Changes (Ed.) ; 82, July 
Professional Standards ; 757, Feb. ’31. 

Amsterdam, Holland: Municipal Psychiatric 
Service ; Paul V. Lemkau, 779, Mar. 61. 

Anesthetic in Shock Therapy (C.N.); William 
Karliner, 355, Oct. ’60. 

Animal Experimentation : Behavioral Changes 
During Hypothalamic or Limbic Stimula- 
tion in the Monkey; Lome D. Proctor, 
511, Dec. ’60. 

Aortic Graft : And Electroshock (C.R.) ; A. H 
Chapman, 937, Apr. ’61. 

Ataraxics : See Psychopharmacology. 

Atropine-Like Poisoning Due to Tranquilizing 
Agents (C.N.) ; Harbhajan Singh, 360 
Oct. ’60. 

B 


Back Ward Patients : Trifluoperazine : Report 
of a Clinical Trial in (C.N.); John A. 
Guido, 453, Nov. ’60. 

Behavior Changes : During Hypothalamic or 
Limbic Stimulation in the Monkey ; Lorne 
D. Proctor, 511, Dec. 60. 

Biochemistry : 

Epinephrine-Mecholy]l Test Applied to a 
State Hospital Population (C.N.) ; Pan- 
delis K. Pandelidis, 154, Aug. ’60. 

Longitudinal Clinical and Neurochemical 
Studies on Schizophrenic and Manic-De- 
pressive Psychoses ; Samuel Bogoch, 409, 
Nov. *60. 

Neuraminic Acids in the Cerebrospinal Fluid 
of Schizophrenic and Oligophrenic Pa- 
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tients (C.N.); Gabriele Chistoni, 246, 

Sept. ’60. 

On the Measurement of Adrenochrome in 
Blood (C.N.) ; I. Munkvad, 153, Aug. 
60. 

Steps Toward the Isolation of a Serum Fac- 
tor in Schizophrenia ; Charles Frohman, 
401. Nov. ’60. 

Studies of Behavior and the Metabolism of 
Indole Derivatives in Schizophrenia ; Nyla 
J. Cole, 393, Nov. ’60. 

Urinary Excretion of Tryptophan Metabo- 
lites by Schizophrenic Individuals; F. 
Christine Brown, 63, July ’60. 

Urinary Excretions (Corr.) ; 374, Oct. ’60. 

Biography : William Malamud; Bernard J. 
Alpers, 11, July ’60. 

Body Odor in Chronic Patients: Effects of a 
Drug on the (C.N.) ; Carl Gouldman, 
354, Oct. ’60. 


Book Reviews : 

Abramson, Harold A. : Neuropharmacology, 
767, Feb. ’61. 

Ackerman, Nathan W. : The Psychodynamics 
of Family Life ; Diagnosis and Treatment 
of Family Relationships, 475, Nov. ’60. 

Adler, Kurt, ed. ; and Deutsch, Danica, ed. : 
Essays in Individual Psychology, 384, Oct. 
60 


Alanen, Yrjo : The Mothers of Schizophrenic 
Patients, 175, Aug. "60. 

Albee, George W.: Mental Health Man- 
power Trends, 179, Aug. "60. 

Alexander, Simon: See Featherstone, Rob- 
ert, jt. ed. 

Anderson, James K.: See Ginzberg, Eli, jt. 
auth. 

Andry, Robert S. : Delinquency and Parental 
Pathology, 1055, May ’61. 

Arieti, Silvano, ed. : American Handbook of 
Psychiatry, 1051, May ’61. 

Artiss, Kenneth L., ed.: The Symptom as 
Communication in Schizophrenia, 763, 
Feb. ’61. 

Baker, A. ; Davies, R. L. ; and Sivadon, P. : 
Psychiatric Services and Architecture, 
1054, May ’61. 

Bakwin, Harry ; and Bakwin, Ruth Morris : 
Clinical Management of Behavior Dis- 
orders in Children, 1054, May ’61. 

Bakwin, Ruth Morris: See Bakwin, Harry, 
jt. auth. 

Bandura, Albert ; and Walters, Richard H. : 

Adolescent Aggression. A Study of the 

Influence of Child Training Practices and 

Family Interrelationships, 472, Nov. ’60. 


Bartlett, Sir Frederick : Thinking, 281, Sept. 
60 


Baruk, H.: Traite de Psychiatrie, 960, Apr. 
61. 

Bauer, Julius: Irrwege der Menschlichen 
Gesellschaft (Errant Ways of Human 
Society), 287, Sept. 

Beck, Samuel J. ; and Molish, Herman B. : 
Reflexes to Intelligence, 1055, May ’61. 
Bellak, Leopold, ed. : Conceptual and Meth- 
odological Problems in Psychoanalysis, 

476, Nov. ’60. 

Biasutti, Renato : Le Razzi e i Popoli Della 
Terra, 861, Mar. ’61. 

Bohannan, Paul: African Homicide and 
Suicide, 957, Apr. ’61. 

Boll, Eleanor Stoker: See Bossard, James 
H. S., jt. auth. 

Bossard, James H. S.; and Boll, Eleanor 
Stoker: Why Marriages go Wrong, 473, 
Nov. ’60. 

Braceland, Francis J., ed.: The Effect of 
Pharmacologic Agents on the Nervous 
System, 288, Sept. ’60. 

Brachet, Jean: The Biochemistry of De- 
velopment, 570, Dec. ’60. 

Brazier, Mary A. B., ed. : The Central Nerv- 
ous System and Behavior, Transactions of 
the Second Conference, February 22, 23, 
24, and 25, 1959, 762, Feb. ’61. 

Bremer, Johan : Asexualization: A Follow- 
up Study of 244 Cases, 179, Aug. ’60. 

Broom, Leonard : See Merton, Robert K.., 
jt. auth. 

Brown, Norman O.: Life Against Death, 
862, Mar. ’61. 

Buros, Osca K., ed.: The Fifth Mental 
Measurements Yearbook, 175, Aug. "60. 
Calder-Marshall, Arthur: The Sage of Sex. 

A Life of Havelock Ellis, 476, Nov. "60. 

Cameron, D. Ewen, ed.; and Greenblatt, 
Milton, ed. : Recent Advances in Neuro- 
Physiological Research, 570, Dec. ’60. 

Carpenter, Edmund; Varley, Frederick ; 
and Flaherty, Robert : Eskimo, 382, Oct. 
60. 

Cecil, Russell L., ed. ; and Loeb, Robert F., 

ed. :-A Textbook of Medicine, 574, Dec. 
60. 

Chao, D. H. ; Druckman, R. ; and Kellaway, 
P.: Convulsive Disorders in Children, 
186, Aug. 60. 

Chapman, Frederick M. : Recreation Activi- 
ties for the Handicapped, 178, Aug. ’60. 
Chess, Stella: An Introduction to Child 
Psychiatry, 570, Dec. ’60, 
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Chesser, Eustace : Live and Let Live, 283, 
Sept. 

Cholden, Louis S.: A Psychiatrist Works 
with Blindness, 185, Aug. ’60. 

Christenson, Cornelia V. : See Gebhard, Paul 
H., jt. auth. 

Clarke, A. D. B. : See Clarke, Ann M.., jt. ed. 
Clarke, Ann M., ed. ; and Clarke, A. D. B., 
ed. : Mental Deficiency, 864, Mar. ’61. 
Clauser, G., ed.: Klinische Psychotherapie 

Innerer Krankheiten, 574, Dec. "60. 

Committee on Medical Education of the 
APA, compiled under the auspices of : 
A Descriptive Directory of Psychiatric 
Training in the United States and Canada, 
1960, 287, Sept. 

Conn, Howard F., ed.: Current Therapy, 
1960, 1051, May ’61. 

Conrad, K. : Die Beginnende Schizophrenie, 
172, Aug. ’60. 

Cory, Donald W.: The Homosexual in 
America, 670, Jan. ’61. 

Cottrell, Leonard S. : See Merton, Robert K., 
jt. auth. 

Curran, William J.: Law and Medicine, 
1053, May ’61. 

Curtius, Freidrich : Individuum und Krank- 
heit. Grundzuege einer Individual Patholo- 
gie. (Individual and Disease. Funda- 
mentals of an Individual Pathology), 382, 
Oct. 60. 

Davies, R. L. : See Baker, A., jt. auth. 

De Martino, Manfred E.: Dreams and Per- 
sonality Dynamics, 765, Feb. ’61. 

Denber, Herman C. B., ed. : Research Con- 
ference on Therapeutic Community, 1052, 
May ’61. 

Deutsch, Danica : See Adler, Kurt, jt. ed. 

Drake, L. E.; and Oetting, E. R.: An 
MMPI Codebook for Counselors, 861, 
Mar. 

Drill, V. A., ed. : Pharmacology in Medicine, 
473, Nov. ’60. 

Druckman, R. : See Chao, D. H., jt. auth. 

Dunn, L. C.: Heredity and Evolution in 
Human Populations, 285, Sept. ’60. 

Faure, Henri: Cure de Sommeil Collective, 
183, Aug. ’60. 

Featherstone, Robert, ed.; and Simon, 
Alexander, ed.: A Pharmacologic Ap- 
proach to the Study of the Mind, 860, 
Mar. ’61. 

Feld, Sheila : See Gurin, Gerald, jt. auth. 

Finch, Stuart M.: Fundamentals of Child 
Psychiatry, 956, Apr. ’61. 

Flaherty, Robert : See Carpenter, Edmund, 
jt. auth. 


Ford, Frank : Diseases of the Nervous Sys- 
tem in Infancy, Childhood, and Adoles- 
cence, 862, Mar. 61. 

Frankl, Victor E.: From the Death-Camp 
to Existentialism, 668, Jan. "61. 

Frederick, Portia M.; and Towner, Carol : 
The Office Assistant in Medical Practice, 
572, Dec. 60. 

Fredrickson, Donald S. : 
John B., jt. ed. 

Galdston, Iago: The Family in Contem- 
porary Society, 474, Nov. ’60. 

Gardner, Ermest; Gray, Donald J.; and 
O’Rahilly, Ronan : Anatomy: A Regional 
Study of Human Structure, 768, Feb. 
61. 


See Stanbury, 


Gebhard, Paul H.; Pomeroy, Wardell B. ;- 


Martin, Clyde E. ; and Christenson, Cor- 
nelia V.: Pregnancy, Birth and Abortion, 
180, Aug. 

Ginsberg, Sol. W.: See Ginzberg, Eli, jt. 
auth. 

Ginzberg, Eli; Anderson, James K ; Gins- 
berg, Sol. W.; Herma, John L.; and 
Miner, John B. : The Ineffective Soldier— 
Lessons for Management and the Nation. 
Vol. 1 The Lost Divisions. Vol. 2 Break- 


down and Recovery. Vol. 3 Patterns of . 


Performance, 281, Sept. "60. 

Glad, Donald D.: Operational Values in 
Psychotherapy, 766, Feb. ’61. 

Gladwin, Thomas : See Masland, Richard L., 
jt. auth. 

Glover, Edward : The Roots of Crime, 953, 
Apr. 61. 

Glueck, Sheldon: The Problem of Delin- 
quency, 184, Aug. 60. 

Gordon, John E. : See Plunkett, Richard J., 
jt. auth. 

Gozzano, Mario: Treatise on Nervous 
Diseases, 959, Apr. ’61. 

Gray, Donald J.: See Gardner, Ernest, jt. 
auth. 

Greenblatt, Milton, ed. ; and Simon, Ben- 
jamin, ed. : Rehabilitation of the Mentally 
Ill—Social and Economic Aspects, 572, 
Dec. ’60. 

Greenblatt, Milton, ed.: See Cameron, D. 
Ewen, jt. ed. 

Gurin, Gerald ; Veroff, Joseph; and Feld, 
Sheila: Americans View Their Mental 
Health, 859, Mar. ’61. 

Haimowitz, Morris L., ed. ; and Haimowitz, 
Natali R., ed.: Human Development : 
Selected Readings, 953, Apr. 61. 

Haimowitz, Natali R. : See Haimowitz, Mor- 
ris L., jt. ed. 
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Hall, Edward T. : The Silent Language, 763, 
Feb. ’61. 

Harrison, G. A., ed. : See Roberts, D. F., jt. 
ed. 

Heckscher, William S.: Rembrandt’s Anat- 
omy of Dr. Nicholaas Tulp, 178, Aug. ’60. 

Herma, John L.: See Ginzberg, Eli, jt. 
auth. 

Himwich, Harold E.: See Rinkel, Max, jt. 
ed. 

Hoch, Paul H.; and Zubin, Joseph, eds. : 
Problems of Addiction and Habituation, 
95, July 

Illing, Hans A., ed.: New German Psy- 
chiatrica and Psychologica, 176, Aug. "60. 

Janis, Irving L.: Psychological Stress, 282, 
Sept. ’60. 

Josiah Macy Jr. Foundation and the National 
Science Foundation : The Central Nervous 
System and Behaviour, 1054, May ’61. 

Jung, C. G.: Psychology and Religion : 
West and East, Vol. 11, 92, July ’60. 

Jung, C. G.: The Archetypes and the Col- 
lective Unconscious, 958, Apr. ’61. 

Kehrer, Hans E.: Die Cerebrale Gefaess- 
Sklerose, 288, Sept. ’60. 

Kellaway, P.: See Chao, D. H., jt. auth. 

Kelley, Harold H.: See Thibaut, John W., 
jt. auth. 

Kline, Nathan S., ed : Psychopharmacology 
Frontiers, 183, Aug. "60. 

Kobler, John : The Reluctant Surgeon, 571, 
Dec. ’60. 

Koch, Sigmund, ed.: Psychology : A Study 
of a Science, 188, Aug. ’60. 

Kolle, Kurt: Psychiatrische und Nerven- 
klinik, 473, Nov. ’60. 

Kretschmer, Ernst: Hysterie, Reflex und 
Instinkt, 573, Dec. 

Kretschmer, Ernst : Mehrdimensionale Diag- 
nosti und Therapie, 278, Sept. ’60. 

Krieg, Wendell J. S. : A Polychrome Atlas of 
the Brain Stem, 669, Jan. ’61. 

Kuenzli, Alfred E., ed.: The Phenomeno- 
logical Problem, 285, Sept. ’60. 

Le Gros Clark, W. E,: The Antecedents of 
Man, 765, Feb. ’61. 

Levy, David M.: Behavioral Analysis: An 
Analysis of Clinical Observations of Be- 
havior as Applied to Mother-Newborn 
Relationships, 187, Aug. ’60. 

Loeb, Robert F., ed. : See Cecil, Russell L., 
jt. ed. 

Lowrey, George H. : See Watson, Ernest H., 
jt. auth. 


Lumsden, C. E.: See Russell, Dorothy S., 
jt. auth. 

McCary, J. L., ed.: The Psychology of 
Personality, 284, Sept. ’60. 

Mcdonald, John M.: Psychiatry and the 
Criminal, 178, Aug. ’60. 

McDowell, Fletcher, ed.; and Wolff, Harold 
G., ed. : Handbook of Neurological Diag- 
nostic Methods, 287, Sept. 60. 

McGhie, Andrew: Psychology as Applied 
to Nursing, 478, Nov. "60. 

McKusick, Victor A.: Heritable Disorders 
of Connective Tissue, 1053, May ’61. 
McMenemy, William H.: The Life and 
Times of Sir Charles Hastings, 380, Oct. 

60. 

Malis, G. U.: Etiology of Schizophrenia, 
280, Sept. ’60. 

Malzberg, Benjamin, Ph.D : Mental Disease 
Among Jews in New York, 1054, May ’61. 

Martin, Clyde E.: See Gebhard, Paul H., 
jt. auth. 

Masland, Richard L. ; Sarason, Seymour B. ; 
and Gladwin, Thomas.: Mental Sub- 
normality and Cultural Factors, 381, Oct. 
60. 


Masserman, Jules H., ed.; and Moreno, 
J. L., ed. : Progress in Psychotherapy, 957, 
Apr. 

Meerloo, Joost A. M. : The Dance, 861, Mar. 
6l. 


Meng, Heinrich, ed.: Psychohygienische 
Vorlesungen. Eine Einfuehrung in Theorie 
und Praxis des seelischen Gesundheits- 
schutzes, 478, Nov. 

Menninger, Karl A. : Theory of Psychoanaly- 
tic Technique, 93, July ’60. 

Merton, Robert K.; Broom, Leonard; and 
Cottrell, Leonard S.: Sociology Today, 
Problems and Prospects, 92, July 60. 

Miner, John B. : See Ginzberg, Eli, jt. auth. 

Mintz, Beatrice, ed.: Environmental In- 
fluences on Prenatal Development, 283, 
Sept. ’60. 

Molish, Herman B.: See Beck, Samuel J., 
jt. auth. 

Moreno, J. L.: See Masserman, Jules H., 
jt. ed. 

Miiller, Christian: Ueber das Senium der 
Schizophrenen. Zugleich ein Beitrag zum 
Problem der Schizophrenen Endzustrande, 
278, Sept. ’60. 

Mundy-Castle, A. C.: An Appraisal of 
Electroencephalography in Relation to 
Psychology, 284, Sept. ’60. 

Murphy, Gardner: Human Potentialities, 
379, Oct. ’60. 
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Naksanowicz-Golaszewska, Maria: Creative 
Activity and the Creative Personality, 96, 
July ’60. 

Neustatter, Lindsay W. : Psychiatry in Med- 
ical Practice, 279, Sept. ’60. 

O’Connor, C. M.: See Wolstenholme, G. 
E. W., jt. ed. 

O’Connor, Maeve: See Wolstenholme, G. 
E. W., jt. ed. 

Odlum, Doris M.: Mental Health, the 
Nurse and the Patient, 764, Feb. 61. 
Oetting, E. R.: See Drake, L. S., jt. auth. 
O’Rahilly, Ronan : See Gardner, Ernest, jt. 

auth. 

Parnell, R. W. : Behavior and Physique, 863, 
Mar. ’61. 

Pasamanick, Benjamin, ed.: Epidemiology 
of Mental Disorder, 90, July ’60. 

Patton, Robert A., ed. : Current Trends in 
the Description and Analysis of Behaviour, 
89, July 60. 

Plunkett, Richard J. ; and Gordon, John E. : 
Epidemiology and Mental Illness, 957, 
Apr. ’61. 

Pomeroy, Wardell B.: See Gebhard, Paul 
H., jt. auth. 

Poppen, James L., M.D.: Atlas of Neuro- 
surgical Techniques, 1056, May ’61. 

Potts, Willis: The Surgeon and the Child, 
187, Aug. ’60. 

Reid, D. D.: Epidemiological Methods in 
The Study of Mental Disorders, 762, Feb. 
61. 

Riese, Walter : A History of Neurology, 173, 
Aug. 

Rife, David C.: Heredity and Human 
Nature, 956, Apr. ’61. 

Rinkel, Max ; and Himwich, Harold E., ed. : 
Insulin Treatment in Psychiatry, 277, 
Sept. ’60. 

Roberts, D. F., ed.; and Harrison G. A., 
ed.: Natural Selection in Human Popu- 
lations, 669, Jan. ’61. 

Rokeach, Milton: The Open and Closed 
Mind, 861, Mar. 61. 

Rostand, Jean : Can Man be Modified?, 174, 
Aug. 

Rothschild, F. S.: Das Zentral-nervensys- 

tem als Symbol des Erlebens, 475, Nov. 

60 


Rubinstein, L. J.: See Russell, Dorothy S., 
jt. auth. 

Runes, Dagobert D.: Pictorial History of 
Philosophy, 280, Sept. ’60. 

Russell, Dorothy S. ; Rubinstein, L. J. ; and 
Lumsden, C. E.: Pathology of Tumours 
of the Nervous System, 90, July ’60. 


Sarason, Seymour B.: Psychological Prob- 
lems in Mental Deficiency, 286, Sept. ’60. 

Sarason, Seymour B. : See Masland, Richard 
L., jt. auth. 

Schneider, Kurt: Klinische Psythopatholo- 
gie, 287, Sept. 

Shuey, Audrey M.: The Testing of Negro 
Intelligence, 954, Apr. "61. 

Simon, Benjamin, ed. : See Greenblatt, Mil- 
ton, jt. ed. 

Sivadon, P. : See Baker, A., jt. auth. 

Spiegal, E. A., ed.: Progress in Neurology 
and Psychiatry: An Annual Review, 
Vol. 13, 95, July ’60. 

Spiegel, E. A., ed.: Progress in Neurology 
and Psychiatry, Vol. 14, 574, Dec. ’60. 
Spurling, R. Glen: Practical Neurological 

Diagnosis, 766, Feb. 

Stanbury, John B., ed. ; Wyngaarden, James 
B., ed. ; and Fredrickson, Donald S., ed. ; 
The Metabolic Basis of Inherited Disease, 
958, Apr. "61. 

Sykes, Gresham M.: The Society of Cap- 
tives, 94, July "60. 

Thibaut, John W. ; and Kelley, Harold H. : 
The Social Psychology of Groups, 186, 
Aug. 

Tibbitts, Clark, ed.: Handbook of Social 
Gerontology : Societal Aspects of Aging, 
763, Feb. 

Towner, Carol: See Frederick, Portia M., 
jt. auth. 

Varley, Frederick : See Carpenter, Edmund, 
jt. auth. 

Veroff, Joseph : See Gurin, Gerald, jt. auth. 

Walters, Richard H.: See Bandura, Albert, 
jt. auth. 

Watson, Emest H.; and Lowrey, George 
H.: Growth and Development of Chil- 
dren, 89, July ’60. 

Wedge, Bryant M., ed. : Psychosocial Prob- 
lems of College Men, 669, Jan. ’61. 

Winn, Ralph B., ed.: John Dewey: Dic- 
tionary of Education, 181, Aug. ’60. 

Wohl, Michael G., ed. : Long-Term Illness, 
286, Sept. "60. 

Wolff, Harold G., ed.: See McDowell, 
Fletcher, jt. ed. 

Wolpe, Joseph : Psychotherapy by Recipro- 
cal Inhibition, 279, Sept. ’60. 

Wolstenholme, G. E. W., ed. ; and O’Con- 
nor, C. M., ed. : Biochemistry of Human 
Genetics, 764, Feb. ’61. 

Wolstenholme, G. E. W., ed. ; and O’Con- 
connor, Cecelia, ed.; and O’Connor, 
Maeve, ed. : Significant Trends in Medical 
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Research, 383, Oct. 60. 
Wootton, Barbara: Social Science and So- 
cial Pathology, 171, Aug. ’60. 
Wyngaarden, James B.: See Stanbury, 
John B., jt. ed. 
Zubin, Joseph : See Hoch, Paul H., jt. auth. 
Book Reviews and Reviewers (Corr.) ; 947, 
Apr. ’61. 
Brain Diseases and Damage : See Neuropathol- 


ogy. 
Burckhardt, Gottlieb: The Father of Topec- 
tomy (H.N.); Christian Mueller, 461, 
Nov. ’60. 
C 


Camptocormia: A Rare Case in the Female 
(C.R.) ; Frederick Paul Kosbab, 839, 
Mar. ’61. 

Cardiac Arrest: Due to Electroshock ; Gene- 
vieve A. Arneson, 1020, May 61. 

Chemotherapy : See Psychopharmacology. 

Child Guidance: Background Factors and 
Symptom Presentation in a Child Guid- 
ance Clinic; Frank G. Bucknam, 39, 
July ’60. 

Child Psychiatry : 

Behavioral Categories of Childhood: J. 
Franklin Robinson, 806, Mar. ’61. 

Certification of Child Psychiatrists; Fred- 
erick H. Allen, 1098, June ’61. 

Child Psychiatry ; Mental Deficiency (Re- 
view of Psychiatric Progress, 1960) ; 
Leon Eisenberg, 601, Jan. 61. 

A Children’s Unit in a State Hospital ; 
Nicholas E. Stratas, 34, July ’60. 

Community Pressures and a State Hospital 
Program for Children ; Joseph J. Reidy, 
336, Oct. 60. 

Implications of a Longitudinal Study of 
Child Development for ; Stella Chess, 434, 
Nov. ’60. 

Improvement—Real or Apparent?; Ruth 
Powell Kane, 1023, May 61. 

Individuality in Responses of Children to 
Similar Environmental Situations; Alex- 
ander Thomas, 798, Mar. 61. 

In Japan (Ed.) ; 753, Feb. ’61. 

Psychotherapy and Drug Treatment ; Leon 
Eisenberg, 1088, June ’61. 

Retrospect and Prospect ; Leo Kanner, 15, 
July ’60. 

Scrupulosity : Religion and Obsessive Com- 
pulsive Behavior in Children ; Wayne M. 
Weisner, 314, Oct. 60. 

Clinical Psychiatry and Psychotherapy (Re- 
view of Psychiatric Progress, 1960) ; 
Nolan D. C. Lewis, 591, Jan. "61. 

Community Mental Health : 

Intra and Extramural ; Maxwell Jones, 784, 
Mar. ’61. 


Limitations of Medical Traditions on ; L. C. 
Kolb, 972, May ’61. 

Comparative Psychiatry : Britain and America : 
An Experience of Psychiatry in ; Henry R. 
Rollin, 140, Aug. ’60. 

Conolly : Croonian Lectures 1849 (Ed.) ; 466, 
Nov. ’60. 

Convulsive Disorders : 

Associated with Anti-Depressant Drugs 
(C.N.) ; William L. Sharp, 458, Nov. ’60. 

Criminal Genesis and the Degrees of Re- 
sponsibility in Epilepsies ; Ralph S. Banay, 
873, Apr. ’61. 

Epilepsy (Review of Psychiatric Progress, 
i ; Walter J. Friedlander, 632, Jan. 


Report on Mellaril in Epilepsy (C.N.) ; 
Marie M. Frain, 547, Dec. ’60. 

The Social Problem for Epilepsy ‘in Peru 
(Ed.) ; 163, Aug. ’60. 

Thioridazine Hydrochloride in the Treatment 
of (C.N.) ; Pablo M. Pauig, 832, Mar. ’61. 

Correction Institutions: Psychiatrists in 
(Corr.) ; 754, Feb. ’61. 
Criminal Responsibility : 

Criminal Genesis and the Degrees of Re- 
sponsibility in Epilepsies ; Ralph S. Banay, 
873, Apr. ’61. 

Current Trends; Manfred S. Guttmacher, 
684, Feb. ’61. 

Cullen, Dr. William : On Mania (H.N.) ; Eric 
T. Carlson, 463, Nov. ’60. 

Czechoslovakia : Psychiatry : Battlements and 
Bridges in the East ; Jules H. Masserman, 
306, Oct. ’60. 

D 

Day Center: In State Hospital ; Leon A. Stei- 
man, 1109, June ’61. 

Demographic Study: Maryland; Anity K. 
Bahn, 769, Mar. ’61. 

Depression : 

Chlorprothixine and Isocarboxazid in 
(C.N.) ; Harry F. Darling, 931, Apr. ’61. 

Combined Pharmaco-Fever Treatment with 
Imipramine (Tofranil) and Typhoid Vac- 
cine in the Management of (C.N.) ; H. E. 
Lehmann, 356, Oct. 60. 

Combined Tranylcypromine-Trifluoperazine 
Therapy in the Treatment of (C.N.) ; 
Stanley Lesse, 1038, May ’61. 

Effect of Monase in (C.N.); H. Azima, 
1029, May ’61. 

Effects of Trifluoperazine in Aged Depressed 
Female Patients (C.N.); George W. 
Brooks, 932, Apr. ’61. 

Recurrent Psychotic Depression Associated 
with Hypercalcemia and Parathyroid 
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Adenoma ; Martin M. Mandel, 234, Sept. 
60. 

Tranyleypromine in (C.N.) ; Henry V. Agin, 
150, Aug. "60. 

Treatment of (C.N.) ; Jane E. Oltman, 929, 
Apr. ’61. 

Drugs and Drug Therapy : See Psychopharma- 

cology. 

Dunton, William Rush, Jr. : Canadian Tribute ; 
Helen P. Le Vesconte, 751, Feb. 61. 
Dynamic Orientation : “Dynamic Orientation” 

(Corr.) ; 85, July "60, and 375, Oct. ’60. 


E 
Ecology : 

Human Ecology, Disease and Schizo- 
phrenia ; Loring F. Chapman, 193, Sept. 
60. 

Some Psychological Aspects of Isolated Ant- 
arctic Living ; Charles S. Mullin, Jr., 323, 
Oct. 60. 

EEG : 

Electroencephalography (Review of Psychi- 
atric Progress, 1960) ; W. T. Liberson, 
584, Jan. ’61. 

Problems in the Correlation of Psychopathol- 
ogy with EEG Abnormalities ; Ronald R. 
Koegler, 822, Mar. ’61. 

EGO (Corr.) ; 467, Nov. ’60. 

Electric Stimulation : Behavior Changes Dur- 
ing Hypothalamic or Limbic Stimulation 
in the Monkey ; Lorne D. Proctor, 511, 
Dec. ’60. 

Electroshock Therapy : See Shock Therapy. 

Enuresis : 

And Thyrotoxicosis (C.R.) ; Norman. Sher, 
840, Mar. 61. 

Imipramine Hydrochloride (Tofranil) and 
(C.N.) ; R. E. G. MacLean, 551, Dec. 
60. 

Study with Norethandrolone (Nilevar) in a 
Mental Hospital on Patients with Bowel 
and Bladder Incontinence (C.N.); Sol 
Sherman, 551, Dec. ’60. 

Epidemiology : Psychiatric ; John Nurnberger, 
1065, June 61. 

Epilepsy : See Convulsive Disorders. 

Eugenic Sterilization (Ed.) ; 1043, May ’61. 

Experimental Chemical] Studies : Stimulation to 
Discrete Brain Areas ; Robert G. Heath, 
980, May ’61. 

Experimental Personnel : Clinical Profiles of ; 
Harold Esecover, 910, Apr. ’61. 

Experimental Psychiatry : Clinical Profiles of 
Subjects Volunteering for Hallucinogen 
Drug Studies ; Harold Esecover, 910, Apr. 
6l. 


F 

Family Relations: Ordinal Position (Corr.) ; 
165, Aug. ’60, and 849, Mar. ’61. 

Family Therapy : Family Care and Outpatient 
Psychiatry (Review of Psychiatric Prog- 
ress, 1960) ; Walter E. Barton, 644, Jan. 
61. 

Federal Prison Service : 
(Corr.) ; 272, Sept. "60. 

Forensic Psychiatry (Review of Psychiatric 
Progress, 1960); Winfred Overholser, 
647, Jan. 


Psychiatrists in 


G 


Gambler, The (C.R.) ; Iago Galdston, 553, 
Dec. 

Gasoline : Sniffing (C.R.); R. V. Edwards, 
555, Dec. ’60. 

Genetics : See Heredity and Eugenics. 

Geriatrics and Old Age Problems : 

Adjustment of Eighty Discharged Geriatric- 
Psychiatric Patients; Morse P. Manson, 
319, Oct. ’60. 

Geriatrics (Review of Psychiatric Progress, 
1960) ; Karl M. Bowman, 630, Jan. ’61. 

Objective Measures for the Determination 
of Mental Status in the Aged; Alvin I. 
Goldfarb, 326, Oct. "60. 

Plexonal as a Tranquilizer in the Geriatric 
Cardiac Patient (C.N.) ; H. Davanloo, 
740, Feb. ’61. 

Relationship of Mental and Physical Status 
in Institutionalized Aged Persons; Alvin 
I. Goldfarb, 120, Aug. ’60. 

Gilles de la Tourette’s Disease (C.R.) ; Jerome 
M. Schneck, 78, July *60. 

Group Psychotherapy: The Sibling Relation- 
ship in, with Puerto Rican Schizophrenics ; 
Eduardo D. Maldonado-Sierra, 239, Sept. 
60. 


H 


Hallucinations : Motor Function in Mentation ; 
Imagery and Hallucination; The Inde- 
pendence of the Highest Cerebral Cen- 
ters ; Max Levin, 142, Aug. ’60. 

Head Injuries : Psychophysiologic Sequelae of ; 
Arthur H. Auerbach, 499, Dec. ’60. 

Hepatitis: Prolonged Phenothiazine (C.R.) ; 
Bruce M. Bailey, 557, Dec. 60. 

Heredity and Eugenics : 

Genetic Factors in Schizophrenia (Corr.) ; 
373, Oct. ’60. 

Heredity and Eugenics (Review of Psy- 
chiatric Progress, 1960) ; Franz J. Kall- 
mann, 577, Jan. ’61. 

Psychiatric and Medicolegal Implications of 
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Genetic and Endocrinologic Research in 
Sex Determination ; Karl Bowman, 481, 
Dec. ’60. 

Historical: Psychotherapy that was “Moral 

Treatment” ; Eric T. Carlscn, 519, Dec. 
60. 

Hospital Community Service : In a State Hos- 
pital ; Robert C. Hunt, 817, Mar. ’61. 
Hurd, Henry: And the Johns Hopkins “Big 
Four” (H.N.) ; Jerome M. Schneck, 842, 

Mar. 

Hypercalcemia : In Depression (Corr.) ; 1045, 
May ’61. 

Hypercholesteremia : Control of, and Hyper- 
lipemia in a Neuropsychiatric Hospital 
(C.N.) ; J. R. Shawver, 741, Feb. ’61. 

Hyperemesis Gravidarum : Psychologic Factors 
and Psychiatric Disease ih ; Samuel Guze, 
421, Nov. ’60. 

Hyperlipemia : Control of Hypercholesteremia 
and, in a Neuropsychiatric Hospital 
(C.N.) ; J. R. Shawver, 741, Feb. ’61. 

Hypotension: Associated with Thioridazine 
HCl (C.N.) ; David W. Swanson, 384, 
Mar. ’61. 


I 
India : 
College Student Indiscipline in (Ed.) ; 268, 
Sept. 
Mysore State: Caste and Mental Hospital 
Admissions in ; J. Hoenig, 37, July ’60. 
Indiana : Certain Factors Influencing Utiliza- 
tion of State Hospital Facilities; John 
Nurnberger, 1065, June 61. 
Industrial Psychiatry : See Occupational Psy- 
chiatry. 
Infancy : Motor Development and Neurolog- 
ical Integration ; Barbara Fish, 1113, June 


In Memoriam : 
Victor Vance Anderson, 575, Dec. ’60. 
Flanders Dunbar, 189, Aug. 60. 
Peter Frostig, 479, Nov. ’60. 
William Gordon Lennox, 671, Jan. ’61. 
Robert Bush McGraw, 851, Mar. 61. 
George Neely Raines, 190, Aug. ’60. 
Insulin Therapy : Improving, with Neostigmine 
(C.N.) ; Amedeo Esposito, 1032, May 
61. 
Insurance Papers : Diagnoses on (Corr.) ; 754, 
Feb. ’61. 
Interdisciplinary Trends: In Psychiatry ; 
Charles E. Goshen, 916, Apr. ’61. 
Interhospital Research: In Chemotherapy ; 
Eugene M. Caffey, 713, Feb. ’61. 
Introspection (Ed.) ; 559, Dec. ’60. 
Isolation : Some Psychological Aspects of Iso- 


lated Antarctic Living ; Charles S. Mullin, 
Jr., 323, Oct. "60. 

Is Psychotherapy a Science? (Corr.) ; 755, 
Feb. ’61. 

Israeli Kibbutz Children : Emotional Disturb- 
ance in; Mordecai Kaffman, 732, Feb. 
61. 


J 
Japan : Child Psychiatry (Ed.) ; 753, Feb. ’61. 


L 
Law : 
Common Frontiers of Psychiatry and ; 
Lawrence Z. Freedman, 490, Dec. ’60. 
Common Frontiers of Psychiatry and 
(Corr.) ; 1044, May 61. 
Cooperation for Research in Psychiatry and ; 
Lawrence Zelic Freedman, 692, Feb. ’61. 
Legislation, re Juvenile : In India ; Nauttam J. 
Kothari, 442, Nov. "60. 
Leucotomy : See Psychosurgery. 
Logotherapy : Frankl’s (Corr.) ; 563, Dec. ’60. 


M 
Malamud, William ; Bernard J. Alpers, 11, July 
60 


Marriage Annulment (Corr.) ; 85, July "60. 

Marriage Counseling : Use of, in a University 
Teaching Clinic ; Kenneth E. Appel, 709, 
Feb. ’61. 

Medical Students: Psychiatric Features in ; 
Raymond W. Waggoner, 727, Feb. ’61. 


Mental Deficiency : 

Child Psychiatry (Review of Psychiatric 
Progress, 1960) ; Leon Eisenberg, 601, 
Jan. 

The Study of Defect : Adolf Meyer Lecture ; 
Sir Aubrey Lewis, 289, Oct. ’60. 


‘Mental Health in Education (Review of Psy- 


chiatric Progress, 1960) ; 
Ryan, 640, Jan. 61. 

Mental Status Examination: Reliability of ; 
N. Rosenzweig, 1102, June ’61. 


Military Psychiatry : 

Current Status of ; Albert J. Glass, 673, Feb. 
61. 

Military Psychiatry (Review of Psychiatric 
Progress, 1960) ; Joseph S. Skobba, 651, 
Jan. ’61. 

Morton Prince’s Dissociation Concept (H.N.) ; 
Ernest Harms, 941, Apr. ’61. 

Murder Without Apparent Motive: A Study 
in Personality Disorganization: Joseph 
Satten, 48, July ’60. 


W. Carson 
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Narcolepsy : Imipramine Hydrochloride in the 
Treatment of (C.R.) ; Robert E. Peck, 
938, Apr. 61. 

National Association for Mental Health (Ed.) ; 
1125, June 61. 

National Institute of Social and Behavioral 
Pathology (Ed.) ; 847, Mar. ’61. 

Neonate : Sensory Discrimination ; Wagner H. 
Bridger, 991, May ’61. 

Neurology : Clinical Neurology (Review of 
Psychiatric Progress, 1960) ; William H. 
Timberlake, 615, Jan. "61. 

Neuropathology : 

Behavioral Changes in Patients with Strokes ; 
Montague Ullman, 1004, May ’61. 

Some Pathological Findings in Schizo- 
phrenics ; Donald L. Howie, 59, July "60. 

Neurophysiology and Psychopathology : 

Neurophysiology, Chemistry and Endocrin- 
ology (Review of Psychiatric Progress, 
1960) ; O. R. Langworthy, 581, Jan. ’61. 

Problems in the Correlation of Psychopa- 
thology with Electroencephalographic Ab- 
normalities; Ronald R. Koegler, 822, 
Mar. ’61. 

Nigeria : Drug Treatment: The Use of Rau- 
wolfia for the Treatment of Psychoses by 
Nigerian Native Doctors; Raymond 
Prince, 147, Aug. "60. 

Nursing, Psychiatric : 

Present Day Concepts in Nursing Service 
Administration in Hospitals for the Men- 
tally Ill; Angie F. Waldrum, 329, Oct. 
60 


Psychiatric Nursing (Review of Psychiatric 
Progress, 1960) ; Mary F. Liston, 642, 
Jan. ’61. 


oO 


Obesity: And Personality (C.N.); Norris 
Weinberg, 1035, May ’61. 

Obsessional States ; I. M. Ingram, 1016, May 
61. 

Obsessive-Compulsive Neurosis: The Obses- 
sive-Compulsive Chronic Alcoholic ; Ed- 
ward Podolsky, 236, Sept. ’60. 

Occupational Psychiatry (Review of Psychi- 
atric Progress, 1960) ; Ralph T. Collins, 
605, Jan. ’61. 

Occupational Therapy : Rehabilitation and Oc- 
cupational Therapy (Review of Psychi- 
atric Progress, 1960) ; Franklin S. Du- 
Bois, 657, Jan. "61. 

Orbital Undercutting: Late Results of ; Wil- 
liam Beecher Scoville, 525, Dec. ’60. 
Outpatient Clinic: The Impact of Ataractic 
Drugs on a Mental Hospital: Martin 

Gross, 444, Nov. "60. 


Outpatient Psychiatry : Family Care and (Re- 
view of Psychiatric Progress, 1960.) ; 
Walter E. Barton, 644, Jan. ‘61. 


P 


Past and Present in Psychiatry: Random Re- 
flections (Ed.) ; 370, Oct. "60. 

Paton : I remember Stewart Paton (H.N.) ; 
Clarence B. Farrar, 160, Aug. ’60. 

Personality Types: Psychic Ingredients of ; 
Martin B. Giffen, 211, Sept. "60. 

Peru: The Social Problem of Epilepsy in 
(Ed.) ; 163, Aug. ’60. 

Pharmacotherapy : See Psychopharmacology. 

Physiological Treatment (Review of Psychi- 
atric Progress, 1960) ; Joseph Wortis, 595, 
Jan. “61. 

Pisani: Petro Pisani (1760-1837): A Pre- 
cursor of Modern Mental Hospital Treat- 
ment (H.N.) ; George Mora, 79, July "60. 

Poems, Psychiatric: Perfection and Retreat ; 
Earl D. Bond, 368, Oct. ’60. 

Polio Protection : 1960 Campaign (Ed.) ; 163, 
Aug. 

Presidential Address: Psychiatric Research : 

Setting and Motivation ; William Malamud, 
1, July 

President’s Page ; 943, Apr. ’61. 

Private Practice: The Impact of Recent Re- 
search Developments on; Milton Rose, 
429, Nov. 60. 

Prognosis : Factors in Schizophrenia ; Werner 
Simon, 887, Apr. "61. 

Psychiatric Education : 

Cultivation of Community Mental Hygiene 
Leadership Ability; Howard M. Kern, 
346, Oct. ’60. 

Graduate School for; Paul H. Hoch, 883, 
Apr. 

Psychiatric Education (Review of Psychi- 
atric Progress, 1960); Franklin CG. 
Ebaugh, 653, Jan. ’61. 

Seminar Project for Teachers of Psychiatric 
Aides ; Garland K. Lewis, 224, Sept. ’60. 

Teaching the Interpretive Process to Medical 
Students ; Sidney L. Werkman, 897, Apr. 

Psychiatrists’ Personality : 

And Their Use of Drug Therapy ; Gerald L. 
Klerman, 111, Aug. ’60. 

As a Crucial Variable in the Outcome of 
Treatment with Schizophrenic Patients ; 
John C. Whitehorn, 215, Sept. ’60. 

Re Observations: The Operational Matrix 

of Psychiatric Practice. II. Variability in 
Psychiatric Impressions and the Projection 
ena John H. Rohrer, 133, Aug. 
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Psychiatrogenic Illness (Corr.) ; 165, Aug. 
60. 


Psychiatry : And Its Methods (Corr.) ; 664, 
Jan. ’61. 

Psychiatry and Law : 

Common Frontiers of; Lawrence Zelic 

Freedman, 490, Dec. ’60. 

Common Frontiers of (Corr.) ; 1044, May 

Cooperation for Research in; Lawrence 

Zelic Freedman, 692, Feb. 61. 

Psychoanalysis : 

Methodology (Corr.) ; 1045, May ’61. 
Reintegration of, into Teaching ; George C. 

Ham, 877, Apr. 61. 

Psychology : Clinical Psychology (Review of 
Psychiatric Progress, 1960); Frederick 
Wyatt, 588, Jan. 61. 

Psychoneuroses : 

Spontaneous Recovery ; Ian Stevenson, 1057, 

June ’61. 

Study of Chlordiazepoxide (C.N.) ; Allan 

Z. Schartzberg, 922, Apr. ’61. 

Psychopharmacology : 

General Articles : 

Antidepressants in Balanced Therapy ; 
David C. English, 865, Apr. ’61. 

Attitude Toward Medication (C.N.) ; 
Donald R. Gorham, 830, Mar. 61. 

Cause of False-Positive Tests for Pipera- 
zine-Linked Phenothiazines (C.N.) ; 
Jack J. Heyman, 924, Apr. ’61. 

Clinical Screening of Psychopharmaco- 
therapeutic Agents; James H. Ewing, 
720, Feb. ’61. 

Combination Drug Therapy (C.N.) ; J. A. 
Barsa, 448, Nov. 60. 

Combined Drug Therapy ; Jesse F. Casey, 
997, May ’61. 

Combined _Tranylcypromine-Trifluopera- 
zine in the Treatment of Patients with 
Agitated Depressions (C.N.) ; Stanley 
Lesse, 1038, May ’61. 

Comparison of Perphenazine, Proketazine, 
Nialamide and MO-482 in Chronic 
Schizophrenics (C.N.) ; John C. Saun- 
ders, 358, Oct. 60. 

Controlled Drug Evaluations in Two State 
Hospitals ; Jackson A. Smith, 788, Mar. 
61. 

Drug Treatment and Psychotherapy: in 
Neurotic and Hyperkinetic Children ; 
Leon Eisenberg, 1088, June 61. 

Drug Treatment Evaluation; David W. 
McCreight, 1094, June ’61. 

Drug Treatment—Old and New: Vetera 
et Nova (H.N.) ; 252, Sept. "60. 

Effect of Monase in Depressive States 
(C.N.) ; H. Azima, 1029, May ’61. 


Effect of Phenothiazines on the Interac- 
tional Behavior of Schizophrenic Pa- 
tients ; Lucie A. Wood, 825, Mar. 61. 

Effect of Three Drugs on the Odor of 
Schizophrenic Sweat (C.N.) ; Kathleen 
Smith, 1034, May ’61. 

Experiences with Large Scale Interhos- 
pital Cooperative Research in Chemo- 
therapy ; Eugene M. Caffey, 713, Feb. 
61. 

Five Antidepressant Comparison ; John P. 
Holt, 533, Dec. ’60. 

Hazards of Drug Evaluation ; J. A. Smith, 
118, Aug. ’60. 

Impact of Ataractic Drugs on a Mental 
Hospital Outpatient Clinic; Martin 
Gross, 444, Nov. "60. 

Influence of Cortisone-Acetate on some 
Serum Phosphorus Metabolites in 
Young Male Schizophrenics (C.N.) ; 
Paul Koch, 926, Apr. ’61. 

Interference of Indican in the Estimation 
of Phenothiazine (C.N.) ; S. Mouchly 
Small, 747, Feb. ’61. 

Problems of Dose Variation in the Use of 
Tranquilizing Drugs; Sidney Malitz, 
23, July ’60. 

Prolonged Phenothiazine Hepatitis (C.R.) ; 
Bruce H. Bailey, 557, Dec. ’60. 

Rapid Intensive Treatment of Impending 
Relapse (C.N.) ; Herman C, Denber, 
74, July 60. 

Revised Survey (C.N.) ; James P. Cattell, 
449, Nov. ’60. 

Revised Survey (Corr.) ; 756, Feb. ’61, 
and 946, Apr. ’61. 

Serum Protein Participation and New 
Drug Evaluation (C.N.) ; J. R. Shaw- 
ver, 156, Aug. ’60. 

Sociopsychological Characteristics of Resi- 
dent Psychiatrists and Their Use of 
Drug Therapy; Gerald L. Klerman, 
111, Aug ’60. 

Treatment of Schizophrenic Reactions 
with Phenothiazine Derivatives ; J. F. 
Casey, 97, Aug. ’60. 

Use of Rauwolfia for the Treatment of 
Psychoses by Nigerian Native Doctors ; 
Raymond Prince, 147, Aug. ’60. 

Reports on Individual Drugs : 
Acetyl-beta-methylcholine chloride (Mec- 
holyl Chloride) : Unrelatedness of, Auto- 
nomic Reaction Indices (C.N.) ; David 

Pearl, 77, July "60. 

Amitriptyline (Elavil) : 

A New Antidepressant (C.N.) ; Joseph 
A. Barsa, 739, Feb. ’61. 

Parenteral Use of (C.N.) ; H. Freed, 455, 
Nov. ’60. 
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Butyrylperazine (Bayer 1362): Study of 
(C.N.) ; Herman C. B. Denber, 1119, 
June ’61. 

Chlordiazepoxide (Librium) : 

And Jaundice (C.R.) ; Joseph Cacioppo, 
1040, May 61. 

Controlled Clinical Study of (C.N.) ; Al- 
lan Z. Schwartzberg, 922, Apr. ’61. 

Chlorprothixine (Taractan) : 

In Psychotic Depression (C.N.) ; Harry 
F. Darling, 931, Apr. ’61. 

Report on (C.N.); Jane E. Oltman, 
1120, June ’61. 

Chlorzoxazone (Paraflex) : As an Adjunct 
to Electric Convulsive Therapy (C.N.) ; 
Otto L. Bendheim, 740, Feb. ’61. 

Fluphenazine (Prolixin) : 

In Private Psychiatric Practice (C.N.) ; 
Laura E. Morrow, 1031, May ’61. 

In Rehabilitation of Chronic Schizophrenic 
Patients (C.N.) ; Leon Reznikoff, 457, 
Nov. 

Preliminary Results with, in Chronic Psy- 
chotic Patients (C.N.) ; John P. Holt, 
157, Aug. 


Haloperidol (R-1625) : Effect of, in Mental 


Syndromes (C.N.) ; H. Azima, 546, Dec. 
60 


Imipramine (Tofranil) : 

And a Monoamine Oxidase Inhibitor 
(C.N.) ; Williamina A. Himwich, 928, 
Apr. ’61. 

And Enuresis (C.N.) ; R. E. G. MacLean, 
551, Dec. 

Clinical Trial Study of (C.N.); Nina 
Kateryniuk, 742, Feb. ’61. 

Combined Pharmaco-Fever Treatment 
with, and Typhoid Vaccine in the Man- 
agement of Depressive Conditions 
(C.N.) ; H. E. Lehmann, 356, Oct. ’60. 

Comparative Trial of ECT and (C.N.) ; 
H. Merskey, 76, July ’60. 

In the Treatment of Depressive States 
(C.N.) ; Jane E. Oltman, 929, Apr. ’61. 

In the Treatment of Narcolepsy (C.R.) ; 
Robert E. Peck, 938, Apr. ’61. 

Overdosage Danger (C.R.) ; Genevieve 
A. Ameson, 934, Apr. 61. 

Post-Thyroidectomy Psychosis Treated 
with (C.R.) ; Charles A. Cahill, 837, 
Mar. 

ar sag (C.N.) ; Michael J. Keith, 550, 
Dec. ” 

(Marplan) : 

Adjuvant Therapy with (C. N. ) ; Stanley 
R. Dean, 73, July "60. 

In Psychotic Depressions (C.N.) ; Harry 
F. Darling, 931, Apr. ’61. 


In the Treatment of Depressive States 
(C.N.) ; Jane E. Oltman, 929, Apr. ’61. 

Variation in Clinical Response to, with 
Duration of Illness (C.N.) ; Robert R. 
Schopbach, 746, Feb. ’61. 

Methaminodiazepoxide (Librium) : 
Clinical Report on (C.N.); Robert R. 

Schopbach, 923, Apr. ’61. 

Clinical Trial of (C.N.) ; Morton L. Kur- 
land, 456, Nov. ’60. 

Comparative Controlled Study with 
(C.N.) ; Marshall E. Smith, 362, Oct. 
60. 

In Chronic Refractory Anxiety (C.N.) ; 
A. H. Vogt, 743, Feb. ’61. 

Methoxydone (AHR-233) : In Hospitalized 
Non-Psychotic Patients (C.N.); Leo 
Shatin, 833, Mar. ’61. 

Methoxypromazine (Tentone) : In Chronic 
Schizophrenia (C.N.): Max Apfeldorf, 
72, July "60. 

Methylphenidate (Ritalin) : 

Clinical Observations on Ritalin HCl In- 
jectable, Multiple Dose Vial (C.N.) : 
Kurt Witton, 156, Aug. ’60. 

Interviews in Psychotherapy N.) ; 
George A. Rogers, 549, Dec. ” 

Nialamide (Niamid) : Activity Py Against 
Mycobacterium Tuberculosis and Cross 
Resistance to Isoniazid (Corr.): 269, 
Sept. 60. 

Norethandrolone (Nilevar): In a Mental 
Hospital on Patients with Bowel and 
Bladder Incontinence (C.N.) ; Sol Sher- 
man, 551, Dec. ’60. 

Pathcole : Effects of, on Schizophrenic Pa- 
tients (C.N.) ; G. Vassiliou, 1121, June 
61. 

Phenelzine (Nardil) : 

Clinical and Theoretical Observations on 
(C.N.) ; Myron F. Weiner, 361, Oct. 
60. 


Nardil (Corr.) : 270, Sept. ’60. 
Overdosage (C.R.); Sam H. Benbow, 
836, Mar. ’61. 

Piperacetazine (Quide): Clinical Experi- 
ence with a New Phenothiazine (C.N.) ; 
William Mandel, 749, Feb. ’61. 

Plexonal : Evaluation as a Tranquilizer in 
the Geriatric Cardiac Patient (C.N.) ; H. 
Davanloo, 740, Feb. ’61. 

Proketazine : Treatment of Schizophrenia 
with (C.N.); Samuel Friedman, 745, 
Feb. ’61. 

Thioridazine (Mellaril) : 
In Epilepsy (C.N.).: 

547, Dec. "60. 
In the Treatment of Behavioral Disorders 


Marie M. Frain, 
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in Epileptics (C.N.) ; Pablo M. Pauig, 
832, Mar. ’61. 

Tranyleypromine (Parnate) : 

In Chronic Refractory Schizophrenics 
(C.N.) ; Walter Kruse, 548, Dec. 60. 
In Depression (C.N.) ; Henry V. Agin, 

150, Aug. 

A New Monoamine Oxidase Inhibitor 
(C.N.) ; Frederick Lemere, 249, Sept. 
60. 

Stelazine and, in Chronic Anergic Schizo- 
phrenics (C.N.) ; W. J. Buffaloe, 1030, 
May ’61. 

Use of Stelazine and, in Chronic Re- 
gressed and Withdrawn Patients 
(C.N.); Harbhajan B. Singh, 364, Oct. 
60. 

Tranyleypromine and Trifluoperazine (Par- 
stelin) : Unique Therapeutic Properties 
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Goldfarb, A. I. ; Kahn, R. L.; Pollack, M. ; 
and Gerber, I. E. : The Relationship of Men- 
tal and Physical Status in Institutionalized 
Aged Persons, 120, Aug. ’60. 

Goldfarb, Alvin I. ; Kahn, Robert L. ; Pollack, 
Max; and Peck, Arthur: Brief Objective 
Measures for the Determination of Mental 
Status in the Aged, 326, Oct. 60. 

Goodwin, H. M.: See Appel, Kenneth E., jt. 
auth. 

Gorham, Donald R. ; and Sherman, Lewis J. : 
The Relation of Attitude Toward Medication 
to Treatment Outcomes in Chemotherapy 
(C.N.), 830, Mar. ’61. 


Gortatowski, Melvin: See Cole, Nyla J., jt. 


auth. 

Goshen, Charles E.: New Interdisciplinary 
Trends in Psychiatry, 916, Apr. ’61. 

Gottlieb, J. S. : See Frohman, Charles, jt. auth. 

Gouldman, Carl: Effects of a Drug on the 
Body Odor of the Chronically Ill Mental 
Patient (C.N.), 354, Oct. ’60. 

Gouldman, Carl: See Smith, Jackson A., jt. 
auth. 

pe = Joseph A. : See Saunders, John C., jt. 
auth. 

Gross, Martin : The Impact of Ataractic Drugs 
on a Mental Hospital Outpatient Clinic, 
444, Nov. ’60. 

Gruen, Arno : See Ullman, Montague, jt. auth. 

Gruenberg, Ernest M. : See Hunt, Robert C., 
jt. auth. 

Guido, J. A. ; and Jones, J. : “Placebo” (Simu- 
lation) Electroconvulsive Therapy (C.R.), 
838, Mar. 61. 

Guido, John A.; and Abe, George Y.: Tri- 
fluoperazine : Report of a Clinical Trial in 
Back Ward Psychotic Patients (C.N.), 453, 
Nov. ’60. 

Gundry, G. H. : See Klonoff, H., jt. auth. 

Guttmacher, Manfred S.: Current Trends in 
Regard to Criminal Responsibility, 684, Feb. 
61. 

Guze, Samuel ; Majerus, Philip W.; Delong, 
W. B.; and Robins, Eli: Psychologic Fac- 
tors and Psychiatric Disease in Hyperemesis 
Gravidarum; A Follow-Up Study of 69 
Vomiters and 66 Controls, 421, Nov. ’60. 

Gysin, Walter M.: See Smith, Jackson A., jt. 
auth. 

H 

re Emanuel : See Hunt, Robert C., jt. 
auth. 

Ham, George C. : Reintegration of Psychoanal- 
ysis into Teaching, 877, Apr. ’61. 

Hamilton, Donald M. ; McKinley, Robert A. ; 
Moorhead, Harry H. ; and Wall, James H. : 
Results of Mental Hospital Treatment of 
Troubled Youth, 811, Mar. ’61. 


Hankoff, Leon D. ; and Heller, Boris : Memory 
Changes with MAO Inhibitor Therapy 
(C.N.), 151, Aug. ’60. 

Harms, Ernest: Georg Emst (H.N.), 366, 
Oct. ’60. 

Harms, Ernest: Predecessors of Morton 
Prince’s Dissociation Concept (H.N.), 941, 
Apr. ’61. 

Haworth, K.: See Mandel, William, jt. auth. 

Heath, Robert G. ; and Verster, Floris de Bal- 
bian: Effect of Chemical Stimulation to 
Discrete Brain Areas, 980, May ’61. 

Hecker, Arthur O. : See Holt, John P., jt. auth. 

Heller, Boris : See Hankoff, Leon D., jt. auth. 

Hendin, Helen C. ; Lennard, Henry L.; and 
Bernstein, Arnold : Psychotherapy as a Sys- 
tem of Action, 903, Apr. ’61. 

Hertzig, Margaret : See Chess, Stella, jt. auth. 

Heyman, Jack J.; and Merlis, Sidney: The 
Cause of False-Positive Tests for Piperazine- 
Linked Phenothiazines (C.N.), 924, Apr. 
6l. 

Himwich, H. E. : See Vassilou, G., jt. auth. 

Himwich, Williamina A. ; and Petersen, Joann 
C. : Effect of the Combined Administration 
of Imipramine and a Monoamine Oxidase 
Inhibitor (C.N.), 928, Apr. ’61. 

Hinkle, Lawrence E.: See Chapman, Loring 
F., jt. auth. 

Hirsch, Doris L.: See Hirsch, Solomon, jt. 
auth. 

Hirsch, Solomon; and Hirsch, Doris L. : 
Dystonic Reactions Produced By Tran- 
quilizers (C.N.), 1037, May’ 61. 

Hobbs, A. H.: The Consumption of Alcohol 
and the Hypothesis of Reciprocal Comple- 
mentarity, 228, Sept. 60. 

Hobbs, A. H.: The Hypothesis of Reciprocal 
Complementarity, 54, July ’60. 

Hoch, Paul H.; and Rado, Sandor: A Grad- 
uate School for Psychiatrie Education of 
Physicians in Mental Hospital Service, 883, 
Apr. ’61. 

Hoch, Paul H. : See Lewis, Nolan, jt. auth. 

Hockaday, William J. : Experiences of a Psy- 
chiatrist as a Member of a Surgical Faculty, 
706, Feb. ’61. 

Hoenig, J. ; and Sreenivasan, Uma : Caste and 
Mental Hospital Admissions in Mysore State, 
India, 37, July ’60. 

Hoffman, Martin : Psychiatry, Nature and Sci- 
ence, 205, Sept. ’60. 

Hollister, Leo E. : See Casey, Jesse F., jt. auth. 

Holt, John P.; and Wright, Eleanore: Pre- 
liminary Results with Fluphenazine (Pro- 
lixin) in Chronic Psychotic Patients (C.N.), 
157, Aug. ’60. 

Holt, John P.; Wright, Eleanore R.; and 
Hecker, Arthur O.: Comparative Clinical 
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‘Experience with Five Antidepressants, 533, 
Dec. 

Holzman, Mathilda : See Klerman, Gerald L., 
jt. auth. 

Hoshino, Arthur Y.: See Suess, James F., jt. 
auth. 

Howie, Donald L.: Some Pathological Find- 
ings in Schizophrenics, 59, July "60. 

Hunt, Robert C.; Gruenberg, Emest M. ; 
Hacken, Emanuel ; and Huxley, Matthew : 
A Comprehensive Hospital-Community 
Service in a State Hospital, 817, Mar. ’61. 

Hunt, Robert C.: See Steiman, Leon A., jt. 
auth. 

Hutton, G. H. : See Klonoff, H., jt. auth. 

Huxley, Matthew: See Hunt, Robert C., jt. 
auth. 

I 


Impastato, Arthur S.: See Impastato, David 
J., jt. auth. 

Impastato, David J. ; Buckman, Charles ; Krell, 
Arthur; Pinsley, Irving; and Impastato, 
Arthur S.: The “Adequate Relaxation In- 
terim” Following Succinylcholine Adminis- 
tration in Electroshocktherapy, 342, Oct. ’60. 

Ingram, I. M.: The Obsessional Personality 
and Obsessional Illness, 1016, May 61. 


J 
Jacobs, E. Gardner ; and Mesnikoff, Alvin M. : 
Alternating Psychoses in Twins : Report of 
4 Cases, 791, Mar. ’61. 
Jones, G. L. : See Waldrum, Angie F., jt. auth. 
Jones, J. : See Guido, J. A., jt. auth. 
Jones, L. M. : See Mandel, William, jt. auth. 
Jones, Maxwell: Intra and Extramural Com- 
munity Psychiatry, 784, Mar. ’61. 


K 


_Kaffman, Mordecai : Evaluation of Emotional 
Disturbance in 403 Israeli Kibbutz Children 
732, Feb. ’61. 

Kahn, Robert L.: See Goldfarb, Alvin L, jt. 
auth. 


Kahn, Theodore C. : See Giffen, Martin B., jt. 


Kallmann, Franz J.: Heredity and Eugenics, 
577, Jan. ’61. 

Kane, Ruth Powell ; and Chambers, Guinevere 
S. : Improvement—Real or Apparent?, 1023, 
May 

Kanner, Leo: Child Psychiatry: Retrospect 
and Prospect, 15, July ’60. 

Karliner, William ; and Padula, Louis J. : The 
Use of a New Ultra-Short-Acting Intra- 


venous Anesthetic in Shock Therapy 
(C.N.), 355, Oct. 60. 

Kateryniuk, Nina; and Morris, Charles W. : 
A Clinical Trial Study of Imipramine Hy- 
drochloride (C.N.), 742, Feb. 61. 

Kay, Robert E. : See Bailey, Bruce H., jt. auth. 

Keith, Michael J.: Imipramine Treatment 
(CN.), 550, Dec. ’60. 

Kennedy, J. K.: See Brown, F. Christine, jt. 
auth. 

Kenny, James A.: See Giffen, Martin B., jt. 
auth. 

Kern, Howard M.; and Chandler, Caroline 
A.: The Cultivation of Community Mental 
Hygiene Leadership Ability as a Part of a 

Psychiatric Resident’s Training, 346, Oct. 
60. 

Klein, Irwin J. : Psychiatric Facilities in Tokyo 
and Tel Aviv, 1958 (C.N.), 459, Nov. 60. 

Klerman, Gerald L.: Sharaf, Myron R.; 
Holzman, Mathilda; and Levinson, Daniel 
J.: Sociopsychological Characteristics of 
Resident Psychiatrists and their Use of Drug 
Therapy, 111, Aug. ’60. 

Klett, C. James : See Casey, Jesse F., jt. auth. 

Kline, Nathan S.: See Saunders, John C., jt. 
auth. 

Kline, Nathan S.: See Wood, Lucie A., jt. 
auth. 

Klonoff, H. ; Hutton, G. H. ; Gundry, G. H. ; 
and Coulter, T. T.: A Longitudinal Study 
of Schizophrenia, 348, Oct. ’60. 

Knighton, Robert D.: See Proctor, Lorne D., 
jt. auth. 

Knoff, William F.: Role : A Concept Linking 
Society and Personality, 1010, May ’61. 
Koch, Paul ; Laurin, Camille ; and Lemieux, 

Roger ; The Influence of Cortisone-Acetate 
on Some Serum Phosphorus Metabolites in 
Young Male Schizophrenics (C.N.), 926 

Apr. 61. 

Koegler, Ronald R. ; Colbert, Edward G. ; and 
Walter, Richard D. : Problems in the Corre- 
lation of Psychopathology with Electro- 
ene Abnormalities, 822, Mar. 
61. 

Kohlsaat, B. : See Kolb, L. C., jt. auth. 

Kolb, L. C. ; Bernard, V. W. ; Trussell, R. E. ; 
Barnard, M. W. ; Dohrenwend, B. P. ; Kohl- 
saat, B.; and Weiss, R.: Limitations of 
Medical Traditions on Community Mental 
Health Programs, 972, May ’61. 

Kosbab, Frederic Paul : Camptocormia—A rare 
Case in the Female (C.R.), 839, Mar. ’61. 


Kothari, Nauttam J. : See Saunders, John C., jt. 
auth. 
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Kothari, Nauttam J. : The Juvenile Legislation 
in India, 442, Nov. ’60. 

See Impastato, David J., jt. 
auth. 

Kruse, Walter: Persistent Muscular Restless- 
ness after Phenothiazine Treatment : Report 
of Three Cases (C.N.), 152, Aug. ’60. 

Kruse, Walter : Trifluoperazine and Tranylcy- 
promine in Chronic Refractory Schizophren- 
ics (C.N.), 548, Dec. ’60. 

Kurland, Morton L. ; Walzer, Robert S. ; and 
Braun, Manfred : Clinical Trial of Metha- 
minodiaz epoxide (Librium) (C.N.), 456, 
Nov. 


L 

Lang, Albert W.; and Moore, Robert A. : 
Acute Toxic Psychosis Concurrent with 
Phenothiazine Therapy (C.R.), 939, Apr. 
61. 

Langworthy, O. R. : Neurophysiology, Chemis- 
try and Endocrinology, 581, Jan. ’61. 

Lascelles, C. F.: See Merskey, H., jt. auth. 

Lasky, Julian J. : See Casey, Jesse F., jt. auth. 

Lasswell, Harold D.: See Freedman, Law- 
rence Zelic, jt. auth. 

Laurin, Camille : See Koch, Paul, jt. auth. 

Lehman, H. E.: Combined Pharmaco-Fever 
Treatment with Imipramine (Trofanil) and 
Typhoid Vaccine in the Management of 
Depressive Conditions (C.N.), 356, Oct. 
60. 

Lemere, Frederick: Tranylcypromine (Par- 
nate) A new Monoamine Oxidase Inhibitor 
(C.N.), 249, Sept. 60. 

Lemieux, Roger : See Koch, Paul, jt. auth. 

Lemkau, Paul V.; and Crocetti, Guido M. : 
The Amsterdam Municipal Psychiatric Serv- 
ice, 779, Mar. 61. 

Lennard, Henry L. : See Hendin, Helen C., jt. 
auth. 

Lesse, Stanley: Combined Tranyleypromine- 
Trifluoperazine Therapy in the Treatment 
of Patients with Agitated Depressions 
(C.N.), 1038, May ’61. 

Levene, L. J. : See Merskey, H., jt. auth. 

Le Vesconte, Helen P. : William Rush Dunton, 
Jr., Pioneer Rehabilitation Medicine. A Ca- 
nadian Tribute (Tribute), 751, Feb. "61. 

Levin, Max: Motor Function in Mentation ; 
Imagery and Hallucination ; The Independ- 
ence of the Highest Cerebral Centers, 142, 
Aug. 

a Donald : See Small, S. Mouchly, jt. 
auth. 

Levine, Jerome: See Small, S. Mouchly, jt. 
auth. 

Levinson, Daniel J. : See Klerman, Gerald L., 
jt. auth. 

Lewis, Sir Aubrey: Adolf Meyer Research 


rms The Study of Defect, 289, Oct. 


Lewis, Garland K.: Report on the Seminar 
Project for Teachers of Psychiatric Aides, 
224, Sept. ’60. 

Lewis, Nolan; and Hoch, Paul H.: Clinical 
Psychiatry and Psychotherapy, 591, Jan. 
6l. 

Lewis, Nolan D. C.: See McCreight, David 
W., jt. auth. 

Liberson, W. T.: Electroencephalography, 
584, Jan. ’61. 

Lin, Tsung-Yi: Evolution of Mental Health 
Programme in Taiwan, 961, May ’61. 

Liston, Mary F.: Psychiatric Nursing, 642, 
Jan. ’61. 

Litman, Robert E.; Shneidman, Edwin S. ; 
and Farberow, Norman L.: Los Angeles 
Suicide Prevention Center, 1084, June ’61. 

Luby, Elliot D.: See Frohman, Charles, jt. 
auth. 

Lukaszewski, Jerome S.: See Proctor, Lorne 
D., jt. auth. 

M 


McConaghy, N.: Modes of Abstract Thinking 
and Psychosis, 106, Aug. ’60. 

McCreight, David W.; Lewis, Nolan D. C. ; 
Reby, Morris; and Tobin, Joseph M.: A 
Research Model for the Evaluation of the 
Effect of Psychopharmacological Agents, 
1094, June 61. 

MacDonald, James W.: Tuberculosis in State 
Mental Hospitals, 125, Aug. ’60. 

MacDonald, M. Glenn: See Brooks, George 
W., jt. auth. 

McGavack, Thomas H.: See Apfeldorf, Max, 
jt. auth. 

McKinley, Robert A.: See Hamilton, Donald 
M., jt. auth. 

MacLean, R. E. G.: Imipramine Hydrochlor- 
ide (Tofranil) and Enuresis (C.N.), 551, 
Dec. ’60. 

Majerus, Philip W.: See Guze, Samuel, jt. 
auth. 

Malamud, William: Presidential Address, 1, 
July ’60. 

Maldonado-Sierra, Eduardo D.; and Trent, 
Richard D.: The Sibling Relationship in 
Group Psychotherapy with Puerto Rican 
Schizophrenics, 239, Sept. 

Malitz, Sidney ; and Wilkens, Bernard : Some 
Problems of Dose Variation in the Use of 
Tranquilizing Drugs, 23, July ’60. 

Malitz, Sidney : See Cattell, James P., jt. auth. 

Malitz, Sidney : See Esecover, Harold, jt. auth. 

Mandel, Martin M.: Recurrent Psychotic De- 
pression Associated with Hypercalcemia and 
Parathyroid Adenoma, 234, Sept. 60. 

Mandel, William : Haworth, K. ; and Jones, L. 
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M. : Clinical Experience with a New Phen- 
othiazine (C.N.), 749, Feb. ’61. 

Manson, Morse P. ; and Engquist, C. A. : Ad- 
justment of Eighty Geriatric-Psychiatric Pa- 
tients, 319, Oct. ’60. 

Masserman, Jules H. : Battlements and Bridges 
in the East, 306, Oct. ’60. 

Mayman, Martin : See Satten, Joseph, jt. auth. 

Mendelson, Myer: See Weinberg, Morris, jt. 
auth. 

Menninger, Karl A. : 
auth. 

eee. Marjorie : See Bowman, Karl M., jt. 
auth. 

Merlis, Sidney : See Cacioppo, Joseph, jt. auth. 

Merlis, Sidney : See Heyman, Jack J., jt. auth. 

Merskey, H. ; Bruce, E. M. ; Crone, N. ; Fitz- 
patrick, G. ; Frewin, S. J. ; Gillis, A. ; Las- 
celles, C. F.; and Levene, L. J.: A Com- 
parative Trial of ECT and Tofranil (C.N.), 
76, July ’60. 

Mesnikoff, Alvin M. : See Jacobs, E. Gardner, 
jt. auth. 

Miklowitz, Amy : See Wood, Lucie A., jt. auth. 

Monee Peter A.: See Eisenberg, Leon, jt. 
auth. 

Moore, K. : See Rosenzweig, N., jt. auth. 

Moore, Robert A.: See Lang, Albert W., jt. 
auth. 

Moorhead, Harry H.: See Hamilton, Donald 
M., jt. auth. 

Mora, George: Pietro Pisani (1760-1837) : 
A Precursor of Modern Mental Hospital 
Treatment (H.N.), 79, July ’60. 

Morpurgo, Clara: See Vassilou, G., jt. auth. 

Morris, Charles W. : See Kateryniuk, Nina, jt. 
auth. 

Morris, Harold M.: See Ewing, James H., jt. 
auth. 

Morrow, Laura E.: Fluphenazine in Private 
Psychiatric Practice (C.N.), 1031, May ’61. 

Mueller, Christian : Gottlieb Burclzhardt, the 
Father of Topectomy (H.N.), 461, Nov. 
60. 

Mullin, Charles S., Jr.: Some Psychological 
Aspects of Isolated Antarctic Living, 323, 
Oct. ’60. 

Munkvad, I.; and Randrup, Axel: On the 
Measurement of Adrenochrome in Blood 
(C.N.), 153, Aug. ’60. 

Myers, J. Martin ; and Smith, Lauren H. : Ad- 
ministrative Psychiatry, 649, Jan. ’61. 


See Satten, Joseph, jt. 


N 


Nitsche, Carl J. : See Robinson, J. Franklin, jt. 
auth. 


Norton, James : See Nurnberger, John, jt. auth. 
Nurnberger, John ; Zuckerman, Marvin ; Nor- 
ton, James ; and Brittain, H. M. : Certain 


Socio-Cultural and Economic Factors Influ- 
encing Utilization of State Hospital Facilities 
in Indiana, 1065, June ’61. 


oO 

O'Keefe, Daniel: Psychiatric Social Work, 
639, Jan. ’61. 

Oltman, Jane E.; and Friedman, Samuel : 
Comparison of Marplan and Tofranil in the 
Treatment of Depressive States (C.N.), 929, 
Apr. ’61. 

Oltman, Jane E.; and Friedman, Samuel : 
Preliminary Report on Taractan (C.N.), 
1120, June 61. 

Oltman, Jane E.: See Friedman, Samuel, jt. 
auth. 

Osterheld, Roger G. : See Pauig, Pablo M., jt. 
auth. 

Overholser, Winfred: Forensic Psychiatry, 
647, Jan. ’61. 


P 


_— Louis J. : See Karliner, William J., jt. 

auth. 

Pandelidis, Pandelis K.; and Busiek, Robert 
D.: The Epinrphrine-Mecholyl Test Ap- 
plied to a State Hospital Population (C.N.), 
154, Aug. ’60. 

Pauig, Pablo M.; DeLuca, Marie A.; and 
Osterheld, Roger G.: Thioridazine Hydro- 
chloride in the Treatment of Behavior Dis- 
orders in Epileptics (C.N.), 832, Mar. "61. 

Pearl, David ; and Vanderkamp, Harry: Un- 
relatedness of Mecholyl Chloride Autonomic 
Reaction Indices (C.N.), 77, July ’60. 

Peck, Arthur : See Goldfarb, Alvin L, jt. auth. 

Peck, Robert E.: Imipramine Hydrochloride 
in the Treatment of Narcolepsy (C.R.), 
938, Apr. 

Pennington, Veronica M. : Treatment in Trans- 
vestism (C.R.), 250, Sept. ’60. 

Pepper, Max P.: See Redlich, Fritz C., jt. 
auth. 

Petersen, Joann C.: See Himwich, Williamina 
A., jt. auth. 

Pinsley, Irving: See Impastato, David J., jt. 
auth. 

Podolsky, Edward.: The Obsessive-Compul- 
sive Chronic Alcoholic, 236, Sept. ’60. 

Pollack, Max : See Goldfarb, Alvin L., jt. auth. 

Prince, Raymond: The Use of Rauwolfia for 
the Treatment of Psychoses by Nigerian 
Native Doctors, 147, Aug. ’60. 

Proctor, Lorne D. ; Knighton, Robert D. ; Be- 
bin, J.; and Lukaszewski, Jerome S.: Be- 
havioral Changes During Hypothalamic or 
Limbice Stimulation in the Monkey, 511, 
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Pulver, Sydney E.: The First Electroconvul- 
sive Treatment Given in the United States 
(H.N.), 845, Mar. 61. 


R 


Rado, Sandor : See Hoch, Paul H., jt. auth. 

Raines, George N.: See Rohrer, John H., jt. 
auth. 

Rajotte, Paul : See Denber, Herman C. B., jt. 
auth. 

Randrup, Axel : See Munkvad, L., jt. auth. 

Reby, Morris : See McCreight, David W.., jt. 


auth. 

Redlich, Fritz C.; and Pepper, Max P.: So- 
cial Psychiatry, 610, Jan. ’61. 

Reidy, Joseph J. : Community Pressures and a 
State Hospital Program for Children, 336, 
Oct. ’60. 

Reinhart, R. B. : See Auerbach, Arthur H., jt. 
auth. 

Reznikoff, Leon: The Use of Fluphenazine 
(Prolixin) in Rehabilitation of Chronic Schiz- 
ophrenic Patients (C.N.), 457, Nov. ’60. 

Reznikoff, Marvin : See Bucknam, Frank J., jt. 
auth. 

Rickels, Karl : See Ewing, James H., jt. auth. 

Riffel, Rev. Pius A. : See Weisner, Wayne M., 
jt. auth. 

Robbins, Lillian C.: See Thomas, Alexander, 
jt. auth. 

Robins, Eli: See DeLong, W. Bradford, jt. 
auth. 

Robins, Eli : See Guze, Samuel, jt. auth. 

Robinson, J. Franklin ; Vitale, Louis J.; and 
Nitsche, Carl J.: Behavioral Categories of 
Childhood, 806, Mar. ’61. 

Rogers, George A.: Methylphenidate Inter- 
views in Psychotherapy (C.N.), 549, Dec. 
60 


Rohrer, John H. ; and Raines, George N. : The 
Operational Matrix of Psychiatric Practice. 
II. Variability in Psychiatric Impressions and 
the Projection Hypothesis, 133, Aug. ’60. 

Rollin, Henry R. : An Experience of Psychiatry 
in Britain and America, 140, Aug. "60. 

Rose, Milton ; and Esser, Mary Ann : The Im- 
pact of Recent Research Developments on 
Private Practice, 429, Nov. 60. 

Rosen, Irwin : See Satten, Joseph, jt. auth. 

Rosenzweig, N.; Vandenberg, S. G. ; Moore, 
K. ; and Dukay, A. : A Study of the Reliabil- 
ity of the Mental Status Examination, 1102, 
June 

Ross, Elizabeth : See Denber, Herman C. B., 
jt. auth. 

Rozan, Gerald H. ; and Eisenberg, David M. : 
Mood Elevating Effects of Chlorphenoxa- 
mine, HCl (C.N.), 155, Aug. ’60. 


Ryan, W. Carson: Mental Health in Educa- 
tion, 640, Jan. ’61. 


S 
Sandifer, M. G., Jr.: See Buffaloe, W. J., jt. 


auth. 

Satten, Joseph ; Menninger, Karl A. ; Rosen, Ir- 
win ; and Mayman, Martin : Murder without 
Apparent Motive : Study in Personality Dis- 
organization, 48, July ‘60. 

Saunders, John C.; Kothari, Nauttam J. ; 
Kline, Nathan S. ; and Griffen, Joseph A. : 
A Comparison of Perphenazine, Proketa- 
zine, Nialamide and MO-482 in Chronic 
Schizophrenics (C.N.), 358, Oct. ’60. 

Saunders, John C., See Barsa, Joseph A., jt. 
auth. 

— John C.: See Wood, Lucie A., jt. 
auth. 

Scarborough, J. S.: See Shawver, J. R., jt. 
auth. 

Scheflen, A. E.: See Auerbach, Arthur H., jt. 
auth. 

Schiele, Burtrum C. : The Unique Therapeutic 
Properties of Tranylcypromine and Trifluo- 
perazine (Parstelin) (C.N.), 245, Sept. ’60. 

—= K. T.: See Stratas, Nicholas E., jt. 
auth. 

Schneck, Jerome M.: Gilles de la Tourette’s 
Disease (C.R.), 78, July 60. 

Schneck, Jerome M. : Henry N. Hurd and the 
Johns Hopkins “Big Four” (H.N.), 842, 
Mar. 

Scholz, C. K.: See Auerbach, Arthur H., jt. 
auth. 

Schopbach, Robert R.: Clinical Report on 
Methaminodiazepoxide (C.N.), 923, Apr. 
61. 

Schopbach, Robert R. : The Variation in Clin- 
ical Response to Marplan with Duration of 
Illness (C.N.), 746, Feb. ’61. 

Schwartzberg, Allan Z. and Van de Castle, 
Robert W.: A Controlled Clinical Study of 
Chlordiazepoxide (C.N.), 922, Apr. ’61. 

Scoville, William Beecher: Late Results of 
Orbital Undercutting: Report of 76 Pa- 
tients Undergoing Quantitative Selective 
Lobotomies, 525, Dec. ’60. 

= Myron R. : See Klerman, Gerald L., jt. 
auth. 

Sharp, William L.: Convulsions Associated 
with Anti-Depressant Drugs (C.N.), 458, 
Nov. 60. 

Shatin, Leo ; and Gilmore, Thomas H. : Meth- 
oxydone (AHR-233) in Hospitalized Non- 
Psychotic Patients (C.N.), 833, Mar. ’61. 

Shawver, J. R.; and Tarnowski, Stanley M. : 
Serum Protein Participation and New Drug 
Evaluation (C.N.), 156, Aug. ’60. 
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Hospital (C.N.), 741, Feb. 61. 
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Sherman, Lewis J.: See Gorham, Donald R., 

jt. auth. 
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jt. auth. 
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Due to Tranquilizing Agents (C.N.), 360, 
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Sweat (C.N.), 1034, May ’61. 

Smith, Lauren H.: See Myers, J. Martin, jt. 
auth. 

Smith, Marshall E.: A Comparative Con- 
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362, Oct. ’60. 


Solomon, Maida H.: See Evans, Anne &., jt. 
auth. 

Sreenivasan, Uma : See Hoenig, J., jt. auth. 

Steiman, Leon A.; and Hunt, Robert C.: A 
Day Care Center in a State Hospital, 1109, 
June ’61. 

Stevenson, Ian: Processes of “Spontaneous” 
Recovery from the Psychoneuroses, 1057, 
June 61. 

St. John, William T.: See Barton, Walter E., 
jt. auth. 
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Stunkard, Albert: See Weinberg, Norris, jt. 
auth. 

Suess, James F.; and Hoshino, Arthur Y. : 
Therapeutic Development and Management 
of an Adolescent Residential Treatment 
Service in a State Hospital, 887, Apr. "61. 

Super, Wm. C. : See Benbow, Sam H., jt. auth. 
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auth. 
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auth. 
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Trussell, R. E. : See Kolb, L. C., jt. auth. 
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auth. 
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Vassilou, Vasso : See Vassilou, G., jt. auth. 
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G., jt. auth. 
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auth. 
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tration in Hospitals for the Mentally Ill, 329, 
Oct. ’60. 
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auth. 

Walter, Richard D.: See Koegler, Ronald R., 
jt. auth. 

Walzer, Robert S. : See Kurland, Morton L., jt. 
auth. 
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Stunkard, Albert: A Failure to Find Dis- 
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Obese Men (C.N.), 1035, May ’61. 

Weiner, Myron F.; and Cole, Robert A. : 
Clinical and Theoretical Observations on 


Phenelzine (Nardil) an Anti-Depressant. 


Agent (C.N.), 361, Oct. ’60. 

Weisner, Wayne M.; and Riffel, Rev. Pius 
A.: Scrupulosity : Religious and Obsessive 
Compulsive Behaviour in Children, 314, Oct. 
60. 


Weiss, R. : See Kolb, L. C., jt. auth. 

Werkman, Sidney L.: Teaching the Interpre- 
tive Process to Medical Students, 897, Apr. 
61. 

White, J. B., Jr. : See Brown, F. Christine, jt. 
auth. 

Whitehorn, John C.; and Betz, Barbara J. : 
Further Studies of the Doctor as a Crucial 
Variable in the Outcome of Treatment with 
Schizophrenic Patients, 215, Sept. "60. 

Wilkens, Bernard : See Esecover, Harold, jt. 
auth. 

Wilkens, Bernard : See Malitz, Sidney, jt. auth. 

Wirt, Robert D. : See Simon, Werner, jt. auth. 

Witton, Kurt : Clinical Observations on Ritalin 
HCl (Methylphenidylacetate) Injectable, 


Multiple Dose Vial, (C.N.), 156, Aug. ’60. 
Wittson, Cecil L. : See Smith, J. A., jt. auth. 
Wolff, Harold G. : See Chapman, Loring F., jt. 
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Wood, H. P. : See Appel, Kenneth E., jt. auth. 
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new...a potent 
antidepressant 
with effective 
anti-anxiety 
properties 


RELATIVE UTILITY INMANAGEMENT OF DEPRESSED PATIENTS 


TARGET SYMPTOMS OF DEPRESSION: 


Class of compounds Anxiety Insomnia Depression Over-all relief 
of symptoms 


“Failure of the tranquilizers to 
produce satisfactory results is 


due in many cases to their | 
TRANQUILIZERS being prescribed for depres- 


sion, especially depression 
masked by the more promi- 
nent symptoms of anxiety. The 
underlying depression may be 
deepened.”' 


anti-depressants,ifgiven 
ANTIDEPRESSANTS to ankious patients, will. 
increase the anxiety...” 
f 


“... this drug [ELAVIL] acted both as a tranquilizer and 
as an anti-depressant. Many physicians customar- 
ily treat anxious or depressed patients with a combina- 
tion of an antidepressant and a tranquilizer. This is 
seldom necessary when prescribing ELAVIL because it 
has both antidepressant and anti-anxiety properties. 
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effective in patients with depression... 

particularly useful in those with predominant symptoms 
of anxiety and tension ...provides prompt relief of anxiety 
and insomnia associated with depression 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


"TRANQUILIZERS ANTIDEPRESSANTS. 


INDICATIONS: Manic-depressive reaction — depressed phase; involutional melancholia; reactive 
depression; schizoaffective depressions; neurotic depressive reaction; and these target symptoms: 
anxiety; depressed mood; insomnia; psychomotor retardation; functional somatic complaints; loss of 
interest; feelings of guilt; anorexia. May be used whether the emotional difficulty is a manifestation of 
neurosis or psychosis,‘ and in ambulatory or hospitalized patients.’ + 

USUAL ADULT ORAL DOSAGE: Initial, 25 mg. three times a day, until a satisfactory response is noted. 
Many patients improve rapidly, although some depressed patients may require four to six weeks of 
therapy before obtaining maximum benefit. In severely depressed patients, as much as 150 mg. per 
day may be given. Maintenance, 25 mg. two to four times a day. Some patients may be maintained on 
10 mg. four times a day. The natural course of depression is often many months in duration. Accord- 
ingly, it is appropriate to continue maintenance therapy for at least three months after the patient 
has achieved satisfactory improvement in order to lessen the possibility of relapse, which may occur 
if the patient's depressive cycle is not complete. In the event of relapse, therapy with ELAVIL may 
be reinstituted. 

ELAVIL is not a monoamine oxidase (MAO) inhibitor. No evidence of drug-induced jaundice or agran- 
ulocytosis has been noted. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they 
occur, are usually mild. However, as with all new therapeutic agents, careful observation of patients is 
recommended. As with other drugs possessing significant anticholinergic activity, ELAVIL is contra- 
indicated in patients with glaucoma. 

SUPPLY: Tabiets, 10 mg. and 25 mg., in bottles of 100. Injection (intramuscular), 10 mg. per cc., 10-cc. vials. 
REFERENCES: 1. Perioff, M. M., and Levick, L. J.: Clinical Med. 7:2237, Nov. 1960. 2. Freed, H.: Am. J. 
Psychiat. 117:455, Nov. 1960. 3. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 4. Ayd, F. J., Jr.: Psy- 
chosomatics 1:320, Nov.-Dec. 1960. 5. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 
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Parnate 


- brand of tranylcypromine 


‘Parnate’ is a new agent, effective in the relief of the symptoms of mental depression. 


Pharmacologically, it is a monoamine oxidase (MAO) inhibitor; chemically, a new com- 
pound that is distinct from the earlier “psychic energizers.” 
Improved usefulness in treating depressions. ‘Preliminary clinical experience indicates 


that tranylcypromine (‘Parnate’) is an improved type of monoamine oxidase inhibitor that 
appears to be more rapid in its action, effective in smaller doses . . . and relatively free of 


side effects.’”! 


More rapid onset of action. “An outstanding aspect of therapy with [‘Parnate’] was its 
unusual rapidity of action; most patients began to show lifting of depression in less 


than 5 days.’” 


PRESCRIBING INFORMATION 

The physician should be familiar with the material on dosage, side 
effects and cautions given below before prescribing ‘Parnate’, and 
with the principles of monoamine oxidase inhibitor therapy and 
the side effects of this class of drugs as reported in the literature. 
Also, the physician should be familiar with the symptomatology 
of mental depressions and alternative methods of treatment to 
aid in the careful selection of patients for ‘Parnate’ therapy. 


INDICATIONS AND LIMITATIONS OF USE: For the relief 
of symptoms of mental depression, i.e., dejected mood, self- 
depreciation, lowered activity levels, difficulty in making decisions, 
disturbed eating and sleeping patterns, and variations of these 
basic symptoms. ‘Parnate’ controls depressive symptoms only. In 
cases with mixed depression and anxiety, ‘Parnate’ may aggravate 
the anxiety or increase agitation. If this occurs, reduce dosage 
or administer a phenothiazine tranquilizer concurrently. 


“Parnate’ is indicated in the following diagnostic categories, sub- 
ject to the limitation stated above: reactive and other psychoneu- 


rotic depressions, involutional melancholia, depressive phase of 


manic-depressive psychosis, psychotic depressive reactions. With 
respect to severe endogenous depressions, it is impossible to 
predict, with presently known data, which patients will respond 
best to ‘Parnate’ and which to ECT. ‘Parnate’ may be indicated 
in some reactive depressions in which ECT is not indicated. 
*Parnate’ is not recommended to treat essentially normal responses 
to temporary situational difficulties. 


Note: In depressed patients, the possibility of suicide should 
always be considered and adequate precautions taken. Exclusive 
reliance on drug therapy to prevent suicidal attempts is unwar- 
ranted, as there may be a delay in the onset of therapeutic effect 
or an increase in anxiety and agitation. Also, of course, some 
patients fail to respond to drug therapy. 


DOSAGE: Dosage should be adjusted to the requirements of the 
individual patient. Dosage increases should be made only in incre- 
ments of 10 rg. per day and ordinarily at intervals of one to three 
weeks. Side effects occur more often as dosage is increased 


Reduction from peak to maintenance dosage may be desirable 
before withdrawal. If withdrawn prematurely, original symptoms 
will recur. Experimental work indicates that inhibition of mono- 
amine oxidase persists for only a few days after withdrawal. Thus, 


any side effects due to this inhibition will probably recede rapidly 
upon withdrawal, which should be a distinct advantage of 
*Parnate’ therapy when the patient exhibits poor tolerance to 
antidepressant medication. 


Standard dosage schedule 


- Recommended starting dosage is 20 mg. per day—10 mg. 
morning and afternoon. 


. Continue this dosage for 2 to 3 weeks. 


N 


. If no response, increase dosage to 30 mg. daily —20 mg. upon 
arising and 10 mg. in the afternoon. 


. Continue this dosage for at least a week. 


5. As soon as a satisfactory response is obtained, dosage may 
usually be reduced to a maintenance level. 


Some patients will be maintained on 20 mg. per day: many 
will need only 10 mg. daily. 


When ECT is being administered concurrentiy, 10 mg. b.i.d. can 
usually be given during the series, then reduced to 10 mg. daily 
for maintenance therapy. 


Note: Because side effects are dose-related, dosage should not be 
raised above 30 mg. per day unless the physician first becomes 
familiar with the information on the use of intensive dosages of 
*Parnate’ in patients who are hospitalized or under comparable 
supervision. See available comprehensive literature, your SK&F 
representative, or your pharmacist. 


SIDE EFFECTS: The patient may experience restlessness, over- 
stimulation, or insomnia; may notice some weakness, drowsiness , 
episodes of dizziness, or dry mouth; or may report nausea, 
diarrhea, abdominal pain, or constipation. Occasionally, head- 
aches have occurred. Symptoms of postural hypotension have been 
seen most commonly, but not exclusively, in patients with pre- 
existent hypertension; blood pressure returns to pretreatment 
levels rapidly upon discontinuation of the drug. Other side effects 
which might occur in rare instances are tachycardia, urinary 
retention, significant anorexia, skin rashes, edema, palpitations, 
blurred vision, tinnitus, chills, paresthesia, muscle spasm and 
tremors, impotence, sweating and possibly paradoxical hypertension. 
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for faster relief 


of mental depressions 


True antidepressant effect. “Those patients who responded to [‘Parnate’] therapy ex- 
perienced increased energy and interest without euphoria and restlessness; they were 
relieved of their thoughts of guilt and worthlessness, and looked and felt cheerful.’’* 


Valuable in psychotherapy. “. . . when the patient recognized the improvement that was 
taking place [during ‘Parnate’ therapy], his participation in psychotherapy increased 


markedly, and subsequent improvement was rapid.” 


Smith Kline & French Laboratories, Philadelphia 


leaders in psychopharmaceutical research 


Most of these side effects can usually be relieved by lowering the 
dosage or by giving suitable concomitant medication. 


CAUTIONS: Extensive clinical and laboratory work has shown 
that there is little likelihood of blood or liver toxicity. Since 
*Parnate’ is a non-hydrazine compound, it should prove to be 
exempt from the toxic effects on the liver thought to be due to the 
hydrazine moiety of some other drugs. However, severe toxic 
reactions have occurred with some monoamine oxidase inhibitors. 
Pending further clinical experience ‘Parnate’ should probably not 
be used in patients with a history of liver disease or in those with 
abnormal liver function tests. Drug-induced jaundice is often 
difficult to differentiate from other jaundice. However, there has 
been sufficient clinical experience with ‘Parnate’ to demonstrate 
that, if it has any potentiality for producing jaundice, the reaction 
must be rare. Also, the usual precautions should be observed in 
patients with impaired renal function since there is a possibility 
of accumulative effects in such patients. 


Although ‘Parnate’ has been used in combination with various drugs 
(particularly Stelazine®, brand of trifluoperazine), some mono- 
amine oxidase inhibitors have been reported to have marked 
potentiating effects on certain drugs, ¢.g., sympathomimetics, 
central nervous system depressants, hypotensive agents and alcohol. 
Therefore, the physician should bear in mind the possibility of 
a lowered margin of safety when ‘Parnate’ is combined with 
potent drugs and should adjust dosage carefully. 


*‘Parnate’ should not be used in combination with imipramine. 
(The reaction of a patient who attempted suicide with a deliberate 
overdosage of ‘Parnate’ and imipramine was more severe than 
would have been predicted from the properties of either drug.) 


CASES REQUIRING SPECIAL CONSIDERATION: Adminis- 
ter with caution to patients with recent myocardial infarction or 
coronary artery disease with angina of effort. Increased physical 
activity and, more rarely, hypotension have been reported. The 
pharmacologic properties of ‘Parnate’ suggest that it may have a 
capacity to suppress anginal pain that would otherwise serve as a 
warning sign of myocardial ischemia. When ‘Parnate’, like any 
agent which lowers blood pressure, is withdrawn from patients 
who tend to be hypertensive, blood pressure may again rise to 
undesirable levels. 


When ‘Parnate’ is combined with a phenothiazine derivative or 
other compound known to affect blood pressure, elderly patients and 


those with cardiovascular inadequacies should be observed more 
closely because of the possibility of additive hypotensive effects. 


In patients being transferred to ‘Parnate’ from another mono- 
amine oxidase inhibitor or from imipramine, allow a medication- 
free intetval of one week, then initiate ‘Parnate’ using half the 
normal dosage for at least the first week of therapy. Similarly, a 
few days should elapse between the discontinuance of ‘Parnate’ 
and the administration of another monoamine oxidase inhibitor 
or of imipramine. 


Because the influence of ‘Parnate’ on the convulsive threshold is 
variable in animal experiments, suitable precautions should be 
taken if epileptic patients are treated. 


REFERENCES AND BIBLIOGRAPHY: 


. Lemere, F.: Tranylcypromine (‘Parnate’), A New Monoamine 
Oxidase Inhibitor, Am. J. Psychiat. //7:249 (Sept.) 1960. 


. Petersen, M.C.: Depression: Treatment with a New Antide- 
pressant—Tranylcypromine, report accompanying scientific 
exhibit at the 116th A.P.A. Meeting, Atlantic City, New Jersey, 
May 9-13, 1960. 


. Roebuck, B.E., and Maccubbin, H.P.: Treatment of Depres- 
sion with Tranylcypromine, report accompanying scientific 
exhibit at the 13th Annual A.M.A. Clinical Meeting, Dallas, 
Texas, Dec. 1-4, 1959 


Agin, H.V.: Tranylcypromine in Depression: A Clinical Re- 
port, Am. J. Psychiat. //7:150 (Aug.) 1960 


. Petersen, M.C., and McBrayer, J.W.: Treatment of Affective 
Depression with Trans-dl-Phenylcyclopropylamine Hydrochlo- 
ride: A Preliminary Report, Am. J. Psychiat. //6:67 (July) 1959. 


. Scherbel, A.L.: Clinical Evaluation of the Antidepressant 
Action of ‘Parnate’ (Tranyicypromine), paper read at the 1959 
Meeting of the Academy of Psychosomatic Medicine, Cleve- 
land, Ohio, Oct. 15-17, 1959. 


AVAILABLE: ‘Parnate’ Tablets, 10 mg., in bottles of 50. Each 
tablet contains 10 mg. of tranylcypromine (trans-d/-2-phenylcyclo- 
propylamine) as the sulfate. 


Prescribing information adopted Feb. 1961 


: 
; 
3 

| 
ae 

: 

3 

: 
£ 

[ 


IN DEPRESSION improved 
accessibility 


psychotherapy 


BRAND OF NIALAMIDE 
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IN BRIEF Niamid, brand of nialamide, is 1-(2-[benzylcarbamy]] 
ethyl) -2-isonicotinylhydrazine, a well tolerated antidepressant 
that may correct or relieve depression on once-a-day dosage. 
Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melan- 
cholia, postpartum depression, depressed phase of manic-depressive 
reaction, senile depression, reactive depression, schizophrenic 
reaction with depressive component, psychoneurotic depression. 
In neurotic or psychotic patients, Niamid may normalize or 
favorably modify aberrant or excessive reactions and symptoms 
of depression such as: phobias, guilt feelings, dejection, feeling 
of inadequacy, discouragement, worry, uneasiness, distrustful- 
ness, hypochondriacal and nihilistic ideas, difficulty in concentra- 
tion, insomnia, loss of energy or drive, indecision, hopelessness, 
helplessness, decreased functional activity, emotional and physi- 
cal fatigue, irritableness, inability to rest or relax, sadness, 
anorexia and weight loss, and withdrawal from society. In the 
withdrawn patient, Niamid may elevate the mood so that there 
is increased activity, increased awareness and interest in sur- 


roundings, and in- 


mouth, biurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obvi- 
ated or modified by reductions in dose. Effects due to monoamine 
oxidase inhibition persist for a substantial period following 
discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical stud- 
ies. However, if previous or concurrent liver disease is suspected, 
the possibility of hepatic reactions and liver function studies 
should be considered. The suicidal patient is always in danger, 
and great care must be exercised to maintain aH security precau- 
tions. The apathetic patient may obtain sufficient energy to harm 
himself before his depression has been fully alleviated. Niamid 
may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and 
stimulants, including alcohol. Caution should be exercised when 
rauwolfia compounds and Niamid are administered simultane- 
ously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when 
imipramine was administered during or shortly after treatment 

with certain other 


creased participation 
in group activities. 
Appetite may be in- 
creased and there may 


particularly useful for depressed 


drugs that inhibit 
monoamine oxidase. 
In Cardiology: The 
central effects of 
Niamid may encour- 


be decreased fatigabil- 
ity. Lack of clinical 
response to other anti- 
depressant therapy 
does not preclude a 
favorable response to 
Niamid. Relief of de- 
pression may also be 
evidenced by elimina- 
tion or reduction of 
the need for somatic 
therapy, such as elec- 
troshock. In patients 
suffering from depres- 
sion associated with 
chronic illness, Niamid 
may improve mental 
outlook, reduce the 
impact of pain, de- 
crease the amounts of 
narcotics or analgesics 
needed, and improve 
appetite and well- 
being. In patients 
with angina pectoris, 


office patients because Niamid 
provides: 


Remission of depression—smoothly, gradually, 
without “jarring.” Parker' reports that although 
Niamid is a slow-starting drug it produces a smoother 
effect than certain other antidepressants—those causing 
exaggerated CNS stimulant effects such as jitteriness, 
pressure of activity. “This is an advantage of nialamide 
[N1AMID] because such side effects frighten depressed 
patients and retard their improvement.” 


Notably low incidence of serious complications or 
side effects. After laboratory tests of patients on 
Niamid therapy, Ayd et al.* found: “Thus, in contrast 
to other antidepressants, nialamide [NIAMID] has not 
caused anemia or any disturbance in renal or hepatic 
function.” 


Convenience of once-a-day dosage. 


1. Parker, S.: Dis: Nerv. System 20:2, Dec., 1959. 
2. Ayd, F. J., Jr., et al.: Dis. Nerv. System 20 (Suppl.):34, Aug., 1959. 


age hyperactivity and 
the patient should be 
closely observed for 
any such manifesta- 
tion. Orthostatic hypo- 
tension or hyperten- 
sive episodes occur in 
a few individua!s-and 
cardiac patients should 
be carefully selected 
and closely supervised. 
In Epilepsy: Although 
in some patients thera- 
peutic benefits have 
been achieved with 
Niamid, in others the 
disease has been ag- 
gravated. Care should 
be exercised in the 
concomitant use of 
imipramine, since 
such treatment with 
monoamine oxidase 
inhibitors has been 


Niamid has been found to be a useful adjunct to management 
. through reduction in frequency of attacks and pain. Dosage: 
Starting dosage is 75 to 100 mg. on a once-a-day or divided daily 
basis. This may subsequently be adjusted depending upon the 
tolerance and response. Responses to Niamid are not usually 
rapid, and revisions of dose should be withheld until at least 
a few days have elapsed at each level. Increments or decrements 
of 12¥2-25 mg. are generally sufficient. A daily dosage of 200 mg. 
is the maximum recommended for routine use. (As much as 
450 mg. daily has been used in some patients.) Side Effects: 
Niamid, in clinical use, has been characterized by a significant 
lack of toxicity. It is generally well tolerated. Nervousness, 
restlessness, insomnia, hypomania, or mania, sometimes occur. 
Occasional headache, weakness, lethargy, vertigo, dryness of the 


reported #0 aggravate the grand mal seizures. In Tuberculosis: 
Existing data do not indicate whether resistance of M. tuber- 
culosis to isoniazid may be induced with Niamid therapy; never- 
theless, it should be withheld in the depressed patient with 
coexisting tuberculosis who may need isoniazid. As with all thera- 
peutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should 
be observed. Supplied: Niamid (Nialamide) Tablets, 
25 mg.: 100’s — pink, scored tablets; 100 mg.: 100’s — 
orange, scored tablets. 

More detailed professional information available on request. 
Pfizer Science for the world’s well-being® 

Pfizer PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 
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_ AN OFFICIALLY APPROVED INSTRUMENT 


UNEQUALLED EASE 
OF OPERATION 


in 
A.C. SHOCK THERAPY 


SAFE 

The Mot-ac 1, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 

Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 1 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 
The Mo -ac 11 provides a highest initial current to initiate seizure 
— with an automatic reduction to safe low voltage in every case. 
nstantly and automatically re-set for repeated treatments. With the 
Mo -ac 1, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 

Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
11 is ready for immediate use. The Mot-ac 1 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest physician’s 
bag of genuine leather and attachments. 


DURABLE 

Ingenious design with only one moving part. Remarkable freedom 

service requirement. 

Also Available—Reiter Model SOS, the advanced most efficient in- 
strument combining the strongest convulsive UNIDIRECTIONAL 
currents with powerful yet gentle sedative currents. (Many addi- 
tional features included.) And—the newly improved Model CW47 
for many established techniques is ‘still available at its original 
low price. Further information and literature on request. 


REUBEN REITER, Se.D west street, new vorK 36, W. ¥. 
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ONE FOR THE 
ROAD BAGK: 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces rest- 
ful sleep, awakens the patient's desire for solid food and 
helps to control withdrawal symptoms. The complica- 
tions of chronic alcoholism, including hallucinations and 
delirium tremens, can often be alleviated with Librium. 
During the rehabilitation period, Librium makes the pa- 
tient more accessible, strengthens the physician-patient 
relationship and facilitates better adjustment to family 
and job. Librium therapy helps to reduce the patient's 
need for alcohol by affording a constructive approach 


to his underlying personality disorders. 
Consult literature and dosage information, available on request, before prescribing. 


SAI LABORATORIES LIBRIUM® Hydrochloride — 7-chloro-2-methylamino- 


Division of Hoffmann-La Roche Inc. 5-phenyl-3H-1,4 -benzodiazepine 4-oxide hydrochloride 
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CONVENIENT, LONG-ACTING 


the predictable, specific agent to 
relieve anxiety and tension 


A 
meproba 
te 


FORM OF EQUANIL 


The average adult daily dose is 1 capsule twice a day although a dosage range up to 2 capsules twice a 
day may be required by certain patients. Supplied: 400 mg. capsules. ; 

For further information on limitations, administration and prescribing of EQUANIL L-A, see descriptive 
literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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grounds privileges 


control of symptoms assured and . 
no more “pills” until bedtime with . 


qi2h Thorazine’ Spansule’ therapy 


brand of chlorpromazine __ brand of sustained release capsules 


Smith Kline & French Laboratories, Philadelphia os leaders in psychopharmaceutical research 


3 


Thorazine’ 


brand of chlorpromazine 


PSYCHIATRIC 
PRESCRIBING 
INFORMATION 


ADULT DOSAGE AND 
ADMINISTRATION 

Dosage should always be adjusted to the 
response of the individual and the severity 
of the condition. It is important to increase 
dosage until symptoms are controlled or 
side effects become excessively troublesome. 


Mental and Emotional Disturbances of 
Office Practice— Starting oral dosage is 10 mg. 
t.i.d. or q.i.d., or 25 mg. b.id. or cid. After 
a day or two, dosage may be increased by 
increments of 20 mg. to 5O mg. daily, at 
semiweckly intervals (increase should be more 
gradual in emaciated or senile patients) until 
achieving maximum clinical response. Con- 
tinue dosage at this level for at least two 
weeks; then it can usually be reduced to a 
maintenance level A daily dosage of 200 mg 
is ‘average, but in somite cases, such as 
discharged mental patients, daily dosages as 
high as 800 mg. may necessary. Starting 
intramuscular dose is 25 mg. (1 cc.). If neces- 
sary, and if no hypotension occurs, repeat the 
initial dose in one hour. Subsequent dosages 
should be oral, starting at 25 mg. to 50 mg. 
Hospitalized Psychiatric Patients 
—Acutely agitated, manic, or disturbed patients: 
Starting intramuscular dose is 25 mg. (1 cc.). 
If no marked hypotension occurs, an additional 
25 mg. to 50 mg. injection may be given 
after one hour. Subsequent intramuscular 
dosages may be increased gradually over a 
period of several days—even up to 400 mg 
q4-6h in eanatiendie severe cases—until the 
patient is controlled. (In elderly or emaciated 
patients the dosage should be increased more 
slowly than in other patients.) Usually the 
patient becomes quiet and cooperative within 
24 to 48 hours after the initial dose, at which 
time oral doses may gradually be substituted 
for intramuscular doses (mg. for mg. or 
higher). Even if control is not complete, oral 
doses may gradually replace intramuscular 
doses. During this period, oral dosage should 
be increased rapidly until the patient is calm. 
Usually an oral dose of 500 mg. a day is suf- 
ficient but, if necessary, the dosage may be 
gradually increased still further to 2,000 mg. 

a day or higher. Less acutely agitated patients 
Suovtiee oral dose is 25 mg. t.1.d. Subsequently, 
increase the amount gradually until an effec- 
tive dosage is reached—usually 400 mg. daily 
is sufficient. Duration of therapy: \t is unportant 
to determine the optimal dosage regimen and 
to continue treatment long enough for maxi- 
mum clinical response. Maximum improve- 
ment 1s sometimes not apparent unts after 
weeks or even months of therapy. Alcoholism 
—Starting intramuscular dose severely agi- 
tated patients is 25 mg. to 50 mg. (1-2 cc.). 
Repeat initial dose if necessary and if no hypo- 
tension occurs. Start subsequent oral dosages 
at 25 mg. to 50 mg. t.i.d. Starting oral dose tor 
agitated but manageable patients is 50 mg., 
followed by 25 mg. to 50 mg. t.i.d. For ambu- 
latory patieuts with withdrawal symptoms or 
sober chronic alcoholics, starting al hae is 
10 mg. t.i.d. or q.i.d., or 25 mg. b.i.d. of t.i.d. 
Patients in a stuporous pandbion should be 
allowed to sleep off some of the effects of the 
alcohol before “Thorazine’ is administered 


PEDIATRIC DOSAGE AND 
ADMINISTRATION 

For Behavior Disorders— Oral dosage is on 
the basis of 4 mg./Ib. of body weight q4-6h, 
until symptoms are controlled (i.e., for 40 Ib. 
child—10 mg. q4- =. Rectal dosage is on the 
basis of % mg./Ib. y weight q6-8h, 
p.r.n. (i.e., for 20- 30 Ib. child—half of a 25 mg. 
suppository q6- -8h). Intramuscular dosage is on 
the basis of 4 mg./lb. of body weight q6-8h, 
p.r.n. In children up to 5 years (or 50 Ibs.)— 
not over 40 mg/day. In children 5-12 years 
(or 50-100 Ibs.)—not over 75 mg./day. 
NOTES ON INTRAMUSCULAR 
INJECTION 

Except for acute ambulatory cases, parenteral 
administration should generally be reserved 
for bedfast patients. Parenteral administration 
should always be made with the patient lying 
down and remaining so for at least 4% hour 
afterward. The injection should be given 
slowly, deep into the upper outer quadrant of the 


buttock. If irritation and pain at the site of 
injection are problems, dilution of “Thorazine’ 
Injection with physiologic saline solution or 
2% procaine solution may be helpful. Sub- 
cutaneous administration is not advisable, and 
care should be taken to avoid injecting un- 
diluted “Thorazine’ Injection into a vein. 
Intravenous administration is recommended 
only for severe hiccups and surgery. Because 
contact dermatitis has been reported, avoid 
getting the solution on hands or clothing. 


SIDE EFFECTS 

The drowsiness caused by “Thorazine’ may be 
unwanted in some patients. It is usually mild 
to moderate and disappears after the first or 
second week of therapy. If, however, drowsi- 
ness is troublesome, it can usually be con- 
trolled by lowering the dosage or by adminis- 
tering smal] amounts of dextro amphetamine. 


Other side effects that have been reported 
occasionally are dryness of the mouth, nasal 
congestion, some constipation, miosis in a 
few patients and, very rarely, mydriasis. 


Mild fever (99°F.) may occur occasionally 
during the first days of therapy with large 
intramuscular doses. 


During “Thorazine’ therapy some patients 
have an increa appetite and gain weight. 
Usually these patients reach a plateau beyc 
which they do not gain further weight. 


CAUTIONS 

Jaundice: In the more than 14 million pa- 
tients who have been treated with “Thorazine’ 
in the United States, the incidence of jaundice 
—regardless of indication, dosage, or mode 
of administration—has been low. Few cases 
have occurred in less than one week or after 
six weeks. 


Jaundice due to “Thorazine’ is of the so- 
called “obstructive” type; is without paren- 
chymal damage; and is usually promptly 
reversible upon the withdrawal of ‘Thorazine’. 


Because detailed liver function tests of 
“Thorazine’-induced jaundice give a picture 
which mimics extrahepatic obstruction, ex- 
ploratory laparotomy should be withheld ‘until 
sufficient studies confirm extrahepatic 
obstruction. 


Agranulocytosis: Agranulocytosis, although 
rare, has been reported in patients on “Thora- 
zine’ therapy. Patients receiving “Thorazine’ 
should be observed regularly and asked to 
report at once the sudden appearance of sore 
throat or other signs of infection. If white 
blood counts and differential smears give an 
indication of cellular depression, the dru, 

should be discontinued, and antibiotic an 

other suitable therapy should be instituted. 
Because most reported cases have occurred 
between the fourth and the tenth weeks of 
treatment, patients on prolonged therapy 
should be observed particularly during that 
period. 

A moderate suppression of total white blood 
cells is sometimes observed in patients on 
“Thorazine’ therapy. If not accompanied by 
other symptoms, it is not an indication for 
discontinuing “Thorazine’. 


Potentiation: “Thorazine’ prolongs and in- 
tensifies the action of many central nervous 
system depressants, such as barbiturates and 
narcotics. Consequently, it is advisable to 
stop administration of such depressants be- 
fore initiating “Thorazine’ therapy. Later the 
depressant agents may be reinstated, starting 
with low doses, and increasing according to 
response. Approximately ! 4 to % the usual 
dosage of such agents is required when they 
are given in combination with “Thorazine’. 
(However, “Thorazine’ does not potentiate 
the anticonvulsant action of barbiturates. In 
patients who are receiving anticonvulsants, the 
dosage of these agents—includin barbiturates 
~—should not be reduced if “Thorazine’ is 
started. Rather, “Thorazine’ should be started 
at a very low dosage and increased, if 
necessary.) 

Hypotensive Effect: Postural hypotension 
and simple tachycardia may be noted in some 
patients. In these patients, momentary faintin 
and some dizziness are characteristic om 
usually occur shortly after the first parenteral 
dose, occasionally after a subsequent parenteral 
dose—very rarely after the first oral dose. In 
MOSt Cases, prompt recovery is spontaneous 
and all symptoms disappear within % to 2 
hours with no subsequent ill effects. Occa- 
sionally, however, this hypotensive effect may 
be more severe and prolonged, producing a 
shock-like condition. 


In. consideration of possible hypotensive 
effects, the patient should be kept under 


observation (preferably lying down) for some 
time after the initial parenteral dose. If, on 
rare occasions, hypotension does occur, it can 
ordinarily be controlled by placing the patient 
in a recumbent position with head lowered 
and legs raised. Pic is desirable to administer 
a vasoconstrictor, “Levophed’ and ‘Neo- 
Synephrine’* are the most suitable. Other pres- 
sor agents. including epinephrine, are not 
recommended because phenothiazine deriva- 
tives may reverse the usual elevating action of 
these agents and cause a further lowering of 
blood pressure. 


Causes of Vomiting: The physician should 
always bear in mind that the antiemetic effect 
of ‘Thorazine’ may mask signs of overdosage 
of toxic drugs and may obscure diagnosis of 
conditions such as intestinal obstruction and 
brain tumor. 


Dermatological Reactions: Dermatological 
reactions have been reported. Most have 

of a mild urticarial type, suggesting allergic 
origin. Some of them appear to be due to 
photosensitivity, and it is advisable that pa- 
tients on “Thorazine’ avoid undue exposure 
to the summer sun. 


Extrapyramidal Symptoms: With very large 
doses of “Thorazine’, as frequently used in 
preiets cases Over long periods, there have 

na few patients who have exhibited extra- 
pyramidal symptoms which closely resemble 
parkinsonism. Such symptoms are reversible 
and usually disappear within a short time after 
the dosage has nm decrea or the drug 
withdrawn. These symptoms can also 
controlled by the concomitant administration 
of standard anti-parkinsonism agents. 


Lactation: Moderate engorgement of the 
breast with lactation has n observed in 
female patients receiving very large doses of 
“‘Thorazine’. This, however, is a transitory con- 
dition which disap; $s on reduction of 
dosage or withdrawal of the drug. 


CONTRAINDICATIONS 

In comatose states due to central nervous sys- 
tem (alcohol, barbiturates, nar- 
cotics, etc.) also in patients under the 
influence of kepe amounts of barbiturates or 
narcoucs. 


AVAILABLE 
Tablets, 10 mg., 25 mg., 50 mg. and 100 mg., 
in bottles of 50, 500 and 5000; 200 mg., for 
use in mental hospitals, in bottles of 500 and 
5000. (Each tablet contains chlorpromazine 
hydrochloride, 10 mg., 25 mg., 50 meg., 
100 mg., or 200 mg.) 
Ampuls, 1 cc. and 2 cc. (25 mg,/cc.), in 
boxes of 6, 100 and $00. (Each cc. contains, in 
aqueous ‘solution, chlorpromazine hydro- 
chloride, 25 mg.; ascorbic acid, 2 mg.; sodium 
bisulfite, 1 mg.; sodium sulfite, 1 mg.; sodium 
chloride, 6 mg.) 
Multiple-dose Vials, 10 cc. (25 mg./cc.), in 
boxes of 1, 20 and 100. (Each cc. contains, in 
aqueous solution, chlorpromazine hydro- 
chloride, 25 mg.; ascorbic acid, 2 2 mg.; —— 
bisulfite, 1 mg.; sodium sulfite, 1 mg.; 
chloride, 1 mg. Contains benzyl alcohol, "6, 
as preservative.) 
Spansule® capsules, 30 mg., 75 mg., 150 
mg. and 200 mg., in bottles of 30, 250 and 
1500; also 300 mg., in bottles of 30 and 1500. 
(Each ‘Spansule’ capsule contains chlorproma- 
zine hydrochloride, 30 mg., 75 mg., 150 mg., 
00 mg., or 300 mg.) 
Syrup, 10 mg./teaspoonful (5 cc.), in 4 fl. 
oz. bottles. (Each 5 cc. contains chlorproma- 
zine hydrochloride, 10 mg.) 
Suppositories, 25 mg. and 100 mg., in boxes 
of 6. (Each suppository contains chlorproma- 
zine, 25 mg. or 100 mg.; glycerin, glyceryl 
monopalmitate, glyceryl monostearate, hydro- 
genated cocoanut oil fatty acids, hydrogenated 
palm kernel oil fatty acids, lecithin.) 
Concentrate (for hospital use), 30 mg./cc., 
in 4 fl. oz. bottles, boxes of 12 and 36; and in 
gallon fendion. (Each cc. contains chlorproma- 
zine hydrochloride, 30 mg.) 
Before prescribing “Thorazine’ in any indica- 
tion other than those given here, the physician 
should be familiar with dosage, side effects, 
cautions and contraindications for such indi- 
cations. This information is available in: 
Thorazine® Reference Manual and Physicians’ 
Desk Reference. 


**Levophed’ and ‘Neo-Synephrine’ are the 
trademarks (Reg. U.S. Pat. Off.) of Winthrop 
Laboratories for its brands of levarterenol and 
phenylephrine respectively. 


Smith Kline & French Laboratories 
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There IS an answer... 
when COSTS are important! 


THE BROWN SCHOOLS for mentally retarded and emotionally disturbed 
persons from infancy to maturity* 


WAM *Older retarded persons (21 yrs. and over)—$230 monthly tuition; 
etarded children (iniancy to rs.) —9. to monthly tuition; 
Retarded child (infancy to 21 yrs.)—$230 to $280 hly tuiti 


Emotionally disturbed children and adolescents (8-18 yrs.) —$280 monthly tuition 
plus $100 per month individual therapy. 


Paul L. White, M. D., Medical and Psychiatric Director 


For a detailed catalogue describing The 
Brown Schools in both text and photo- 
graphs to: 
Mrs. Nova Lee Dearing, Registrar 
Dept. C-O « P.O. Box 4008 
Austin 51, Texas 


Austin and San Marcos, Texas @ Founded in 1940 © Six separate resident centers 
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patient... 


af 3 
the only sustained-release tranquilizer 
that does not cause autonomic side reactions 


© SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule—without causing autonomic side reactions and without 
impairing mental acuity, motor control or normal behavior. 


ECONOMICAL for the patient—daily cost is only a dime or so more than 
for barbiturates. 


® 
Meprospan<4 
400 mg. meprobamate (Miltown®) sustained-release capsules 
Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 
Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). Meprospan-200, 


each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 
(Wf " WALLACE LABORATORIES / Cranbury, N. J. 


CME-4232 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated-in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient's responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. H. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J]. Psychiat., 116:453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20:(Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat:, 
116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc.,: 
80:( Art. 3), 820, 1959. 8. L. O. Randall and R. E. Bagdon, ibid., p. 626. 9. G. Zbin- - 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Dis. 
Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. 1. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. S. L. Cole, ibid. 24. I. 
Kimbell, Jr., paper read at Cooperative Chemotherapy Studies in Psychiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 


MARPLAN ® —brand of isocarboxazid 


Vi a 
r a Nn LABORATORIES 
D Nutley 10, N. J. 
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Sis better than alcohol 


: 


In the acute alcoholic: to “reduce cerebral 
excitation and excessive psychomotor 
activity. ... We have used SPARINE 
extensively and feel that it gives the best 
results.””! 


In the chronic alcoholic: during rehabilita- 
tion “(SPARINE] was administered to 
block the overflow of tension from the 
thought processes to the physical sys- 
tem.’ In a two-year study (231 patients), 
54 per cent improved under a chemo- 
psychotherapeutic program. When fail- 
ures occurred, they ‘“‘almost invariably 
followed cessation of |Sparine] medica- 
tion and abandonment of group meetings.” 


1. Rappaport, J.: Cur. M. Dig. 25:57-62 (Nov.) 
1958. 2. Fox, V., and Smith, M.A.: Quart. J. 
Stud. Alcohol. 20:767-780 (Dec.) 1959. 


INJECTION TABLETS SYRUP 


Sparine 


HYDROCHLORIDE 


Promazine Hydrochloride, Wyeth 


Wyeth Laboratories Philadelphia 1, Pa. 


SERVICE 
TO 
MEDICINE 


Detailed Information on 


SPARINE 


Promazine Hydrochloride 


Spaxme is effective in the management of alcohol-induced 
syndromes, such as delirium tremens, acute hallucinosis, 
acute tremulousness and inebriation, as well as the with- 
drawal symptoms of drug addiction. Sparing effectively 
controls central nervous system excitation, allays apprehen- 
sion and anxiety, calms the agitated patient and is a useful 
adjunct to the management of mental and emotional dis- 
turbances. Both acute and chronic psychiatric illnesses 
respond to Sparine therapy. Sparine has been found to be 
useful in the management of nausea and vomiting of either 
central nervous system or gastric reflex origin. SPARINE 
effectively facilitates the action of analgesics and centrai 
nervous system depressants. 


SPARINE may be used as an aid in diagnostic and therapeutic 
tegimens. Such nonspecific symptoms as anxiety, pain, vom- 
iting, nausea and hiccups frequently make more difficult 
both diagnosis and therapy of organic disease. SPARINE 
allays such symptoms without masking physical, neuro- 
logical or laboratory findings. 


DIRECTIONS. For maximal therapeutic benefit the amount, 
route of administration and frequency of dose should be 
governed by the severity of the condition treated and the 
response of the patient. Oral administration should be used 
whenever possible, but when nausea, vomiting or lack of 
cooperation is evident, Sparing should be given intrave- 
nously or intramuscularly. SpaARINE when used intravenously 
should not exceed a concentration of 25 mg. per cc.; injection 
should be given slowly. Dilute 50 mg. per cc. concentration 
with equivalent volume of physiological saline before 1.V. 
use. Avoid injection around or into the wall of the vein. 


Alcoholism, other Mental and Emotional Disturbances. In 
the management of agitated patients, SPARINE should be given 
1.V. in initial doses of 50 to 150 mg. If the desired calming 
effect is not apparent within 5 to 10 minutes, additional 
doses up to a total of 300 mg. may be given. Once the de- 
sired effect is obtained, Sparmne may then be given I.M. or 
orally in maintenance doses of 10 to 200 mg. at 4 to 6 hour 
intervals. Jn less severe disturbances, initial oral therapy may 
be satisfactory. When tablet medication is unsuitable or 
refused, Sparine Syrup may be used. IN THE ACUTELY 
INEBRIATED PATIENT the initial dose should not ex- 

50 mg. to avoid further depressant effect of alcohol. 


As an Antiemetic. Usual dose is 25 to 50 mg. repeated at 4 to 
6 hour intervals. When oral route is not feasible, 50 mg. L.V. 
or I.M. will usually control the symptom, but oral medica~- 
tion should be initiated as soon as feasible. 


PRECAUTIONS. Although rare, drowsiness, dizziness and 
transitory postural hypotension may occur. If a vasopressor 
drug is indicated, norepin »hrine is recommended since 
SPAaRINE reverses the effect of epinephrine. Agranulocytosis 
has been reported in only 18 cases in about 344 million 
patients. If, however, signs of cellular depression—sore 
throat, fever, malaise—become evident, discontinue SPARINE, 
check white blood cell count, and initiate antibiotic and other 
suitable therapy if indicated. Seizures, reported as occurring 
during Sparine therapy, occur usually with rapid large in- 
creases in dose and at a daily dosage above 1 Gm. Caution 
must be exercised when administering Sparine to patients 
with a history of epilepsy. Avoid perivascular extravasation 
or intra-arterial injection, as severe chemical irritation or 
inflammatory response may result. Because of its facilitating 
action on analgesics and central nervous system depressants, 
give them in reduced dosage with Sparine. Do not use in 
comatose states due to central nervous system depressants 
(alcohol, barbiturates, opiates, etc.). Use with caution in 
patients with cerebral arteriosclerosis, coronary heart dis- 
ease, of other conditions where a drop in blood pressure 
may be undesirable. 


For further information on prescribing and administering 
Sparing see descriptive literature, available on request. 
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PLEGINE” 


BRAND OF PHENDIMETRAZINE BITARTRATE 


new, potent appetite-suppressant 


“Plegine’’provides strong appetite suppression, yet 
does not penalize the patient with disturbing side 
effects. 

An average weight loss of more than a pound per 
week has been shown clinically—even without di- 
etary restriction. Weight loss has been obtained with 
virtual absence of CNs and cardiovascular compli- 
cations. No significant effect on heart rate, blood pres- 
sure,and respiration has been reported. Episodes of 
nervousness and insomnia have been rare and usu- 
ally minor. “Plegine” truly offers: 


FIRM APPETITE DISCIPLINE 
WITH A “VELVET TOUCH”’ 
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“PLEGINE” provides unique benefits 
in the management of obesity 


® suppression of appetite readily and easily achieved 
@ significant weekly weight loss recorded clinically 


@ virtually no effects on blood pressure, pulse, 
and respiration 


© low incidence of nervousness and insomnia 
@ no tolerance reported to date 
@ high degree of patient acceptability 


DOSAGE AND ADMINISTRATION: The usual suggested dosage is 1 tablet b.i.d. 
or t.i.d., one hour before meals. Dosage, however, should be adjusted to the needs of 
the patient. In some cases, 12 tablet per dose will suffice; in others, 2 tablets b.i.d. or 
t.i.d. may be required. 

A dietary regimen is advisable in conjunction with appetite-suppressant therapy. 


AVAILABILITY: No. 755—Each “Plegine” Tablet contains 35 mg. of Phendimetra- 


zine bitartrate (scored), bottles of 100 and 1,000. 


CAUTION AND CONTRAINDICATIONS: No adverse effects on blood pressure, 
heart rate and respiration have been reported with “Plegine.” However, as is true 
for all medication of this type, “Plegine” is not recommended for patients with cor- 
onary disease, severe hypertension, or thyrotoxicosis, and should be used with caution 
in highly nervous or agitated individuals. 


AYERST LABORATORIES (ams 
New York 16,N.Y.* Montreal, Canada 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 
Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samvel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samvel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Weliborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 


Director of Training Walter Bailey, M.D. Marthe McDonald, M.D, 
Peter J. Spoto, M.D. Robert Steele, M.D. Alfred Koenig, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by joint Commission on Accreditation of Hospi 
Member National Assn. of Private Psychiatric Hospitais, American Hospital Assn., Florida Hospital Assn. 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited 
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ESTABLISHED 1916 


le, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, con- 
valescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around climate for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Ww. Ray Grirrin, Jr., M.D. Mark A. Grirrin, Sr., M.D. 

Rosert A. GrirFin, M.D. A, Grirrin, Jr., M.D. 

Fully approved by Central Inspection Board of APA. 
Accredited by Joint Commission on Accreditation of Hospitals. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational eer pa | nervous and mental disorders. 

The Hospital is locat in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportuni y for ay and nervous rehabilitation. 
The T-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
OHN D. PATTON, M.D. 
Clinical Director 
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THERAPEUTIC INDEX 


‘MYSOLINE? 


BRAND OF PRIMIDONE 
IN EPILEPSY 


Indications: in the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants — Children under 8 years: 
Order of dosage same as for adults, but start 
with 14 tablet (0.125 Gm.) daily and 
increase by 2 tablet daily each week, until 


| 
THE DIFFERENCES IN ROYAL 
Adults and Children (over 8 years): | Functional design. Safety. Enduring beauty. These are al 
1 tablet (0.25 Gm.) daily (preferably at some of the differences in the Topeka Special Purpose 


bedtime) for 1 week. Increase by 1 tablet Psychiatric Chair (1) that have met the special require- 
daily each week, until control. Dosage exceed- 


¢ ; ments of the Topeka State Hospital. You'll find the same 
ing 2 Gm. daily presently not recommended. high level of craftsmanship and design in the Patient / 
Patients already receiving other anti- Lounge Chair (2), Walnut Trim General Purpose Arm 
convulsants— Children under 8 years: Chair (3) and the Hospital Room Side Chair (4). For full 
Initially one-half the adult dose, or 0.125 Gm. information write ROYAL METAL MANUFACTURING 


daily. Gradual increases and decreases as COMPANY, Dept : 
described in adult regimen. (Where a smaller F pt. 57-F, One Park Avenue, New York 16, 


starting dose is required, use 50 mg. tablet.) N. - In Canada—Galt, Ontario. hesteapresecetnseen New York, 
Adults and Children (over 8 years): Chicago, Los Angeles, San Francisco. Seattle; Galt, Ontario. 
0.25 Gm. daily, and gradually increased while 
the dosage of the other drug(s) is gradually 
decreased. Continued until satisfactory dosage 
level is achieved for combination, or until 
other medication is completely withdrawn. 


When therapy with ‘‘Mysoline”’ alone is 


the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 
occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline.”’. The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘“‘Mysoline”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline’”’ Tablets— 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline’’ Tablets— 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) . ® 
contains 0.25 Gm. of Primidone,in bottles 

HOSPITAL ¥ FURNITURE 
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ST. VINCENT’S HOSPITAL OF WESTCHESTER COUNTY 


240 NORTH STREET WOODBINE 7-6500 HARRISON, NEW YORK 


A voluntary non-profit institution 
providing all modern therapies for 
mental and emotional disorders in- 
cluding individual and group psy- 
chotherapy, pharmacotherapy, insu- 
lin coma and electro therapies and 
extensive activity programs. All 
facilities are being expanded for in 
and out-patients, day care and clinic 
service for children. Acutely ill and 
continued therapy patients admit- 
ted. Forty-five minutes from Grand 
Central Station, New York City. 


Richard D’Isernia, M.D., Medical Director Reverend David Hordern, Resident Chaplain 
Timothy V. A. Kennedy, M.D., Assistant Medica! Director Dorothy Wideman, M.S.S., Director of Social Service 
Elio F. Alzamora, M.D., Chief of Out-Patient Clinic Sister Dominic Marie, R.N., M.S., Director of Nursing Service 
William Chester, M.D., Chief of Medical Service Isabelle Godek, R.N., M.A., Educational Director, School of Nursing 
George F. Cassidy, Ph.D., Chief a Harriet Lavoie, 0.T.R., Director Occupational Therapy 
ister Miriam Vincent, R.N., F.A.C.H.A., Administrator 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson Schoo] is a co-educational, residential school, offering general, business, academic, 
and college entrance courses from grade seven through high school. The school is accredited by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school en/ironment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 


For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
roup of girls over five years oF eon. Carefully chosen staff. 
Srecral modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Di / Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 
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The Children’s Service 


Outpatient consultation, evaluation and treat- 


eceanr 6. ment for infants and children of grade school to 
SWITZER, M.D. 


pmecron 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


O. Wotre, MD. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 


HALL-BROOKE HOSPITAL 
An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. - Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New 20, New 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1960 issue. 
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OBSERVATION and DIAGNOSIS 
of the MENTALLY RETARDED CHILD 


Complete study and evaluation of the retarded 
child in a comprehensive initial three-month resi- 
dent program. Medical studies; electroencephalo- 
graphic and neurological examinations; individual 
psychiatric, psychological, speech and hearing ob- 
servations, tests and evaluations; diagnostic ther- 
apy. Cottage-plan on 1600 acre country estate. 
Hospital, school, chapel, private lake, swimming 
pools, farm. Children two years and older pes 
Regular program includes residential supervision, 
education and training, custodial care, summer pro- 
gram, psychiatric treatment center. 

For complete information and helpful FREE 
booklet, Home Care of the Mentally Retarded 
Child, write: REGISTRAR, Box N. 


THE TRAINING SCHOOL 


ESTABLISHED 1888 
at VINELAND, NEW JERSEY 


Now Avatlable 


An advanced 
psychiatric 
REsEaRCh and treatment 
clinic in suBuRBAN 
montreal. 


A fully accredited, 152 bed 

— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program. 


Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient's comfort 

and enjoyment. 


Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 
TiTii 
ALBERT PREVOST 


6555 GOUIN BOULEVARD WEST, 


MONTREAL 9, CANADA. 


THE ’60-’61 - LIST OF FELLOWS AND MEMBERS 
OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


Please enclose check payable to the American Psychiatric Assn., with your order 
to facilitate prompt handling. 


$2.00 — for Members of the Association 


$3.00 — for Non-Members (order subject to approval) 


Order from: 


American Psychiatric Association 
1270 Avenue of the Americas, Rm. 1817 
New York 20, New York 


4 
ae 
> 
: 
< 
Y, 
‘ 
f 
> | 
Berenity at the 
4 
ame 
we 
= 
3 
3 
‘ 
4 XLV 
& 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 


Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SOLOMON, M.D. PATRICK J. QuirKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DoNNELL, M. D. RicHARD L. Conpeg, M. D. 
Ropert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational! programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


COMPTON FOUNDATION HOSPITAL 


formerly Compton Sanitarium 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Heven Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


SANITARIUMS and PRIVATE HOSPITALS 
FOUNDED 1855 
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FAIR OAKS HOSPITAL 


SUMMIT, NEW JERSEY 
CRestview 7-0143 


Oscar Rozett, M.D. 
Medical Director 
Epwarp R. Duty, M.D. 
Clinical Director 
An 85 bed intensive treatment unit 
20 miles from New York City 
Certified by 
The Joint Commission on Accreditation of Hospitals 


Tuomas P. Prout, Jr. 
Administrator 


=. VINCENT’S A 290-bed private, non-profit, neuropsychiatric hospital, 
. ocated in suburban St. Louis; offering all accepted psy- 
HOS PIT AL chiatric therapies and the essential diagnostic services of 
a general hospital; featuring an extensive professionally- 
Of directed Occupational Therapy program. 
Accredited By Joint Commission On Accreditation Of Hospitals 


St. Louis All psychiatric disorders Three fulltime psychiatrists, 
plus psychiatric staff of 
BROCHURE Active treatment geriatrics 24-hour medical service, ie 
AND RATE Limited custodial care consulting staff of 2 
SCHEDULE 1:1.76 ratio of inden staff 
Selected cases of alcoholism to patients, including 40 RN's 


MAILED ON 
REQUEST P. E. Kubitschek, M. D. Sister Juliana, R. N. 
Medical Birecter Owned and operated by Administrator 


ST. LOUIS 33, MO. THE DAUGHTERS OF CHARITY OF ST. VINCENT DE PAUL 


Keep and protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $3.75 each 


(Includes postage G handling) 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 


New York 20, N. Y. 
WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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You buy more than a good return with Savings Bonds. You 
help keep our country strong for today’s generation and the 
ones to come. That’s one of the reasons so many Americans buy 


and hold U. S. Savings Bonds. 


How to grow 
your Own money 


A US. Savings Bond is better than 
money. It grows. Plant $18.75 in a 
Savings Bond and in 734 years it’ll be 
$25 —a full one-third bigger. The U.S. 
Government guarantees this growth. 
And if you can’t afford to lay out the 
full purchase price, you can buy Sav- 
ings Bondsa bit at a time through your 
Payroll Department where you work. 
It’s an automatic installment plan 
that costs you no interest or carry- 
ing charges. 


This advertising is donated by The Advertising Council and this magazine. 


Advantages to think about 


You can save automatically on the Pay- 
roll Savings Plan - You now earn 3%% 
to maturity - You invest without risk 
- Your Bonds are replaced free if lost 
or stolen - You can get your money 
with interest anytime you want it - You 
buy shares in a stronger America. 


You save more than money with U.S. Savings Bonds “oot 
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"MIYSOLINE? w ernersy 


BRAND OF PRIMIDONE 


CLEAR EXPRESSION OF CONTROL 


é4The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value 
in the handling of intractable cases of grand mai epilepsy.99* 


Employed alone or in combination, intractable to maximal doses of other anti- 
"Mysoline” exhibits dramatic effective- convulsants. Virtual freedom from toxic re- 
ness, often where epilepsy has remained actions is assured by a wide safety margin. 


*Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request. 


sites AYERST LABORATORIES NEW YORK 16, N. Y. * MONTREAL, CANADA 
: br, “Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 


For further details please turn to page 42 
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When the Mountain Did Go to Mahomet 


For the parents of retarded or emotionally dis- 
turbed children, transportation expenses for enroll- 
ment and visits at a usually distant treatment 
center — added to the cost of residential treatment 
itself — could, on occasion, make it impossible for 
the parents to give their child the benefits of an 
individualized, twenty-four-hours-a-day program, 
under full professional guidance. 


Cognizant of this factor, The Devereux Founda- 
tion has pioneered three branches, which, in effect, 
make it one of the most accessible residential treat- 
ment centers in the United States. At each branch 
outstanding therapeutic, educational, and voca- 
tional services are available. 


Serving the East Coast, Devereux Schools are located at Devon, Pennsylvania (Mr. 
Charles J. Fowler, Director of Admissions); serving the West Coast, Devereux Schools at 
Santa Barbara, California (Mr. Keith A. Seaton, Registrar); and serving the Southwest, 
Devereux Schools af Victoria, Texas (Mr. John M. Barclay, Director of Development). 
These will welcome your inquiry. 


THE 
DEVEREUX | 
FOUNDATION | communities 


CAMPS 


A nonprofit organization sc 
Founded 1912 


Devon, Pennsylvania RESEARCH 


Santa Barbara, California 
Victoria, Texas 


HELENA T. DEVEREUX EDWARD L. FRENCH, Ph.D. 
Administrative Consultant Director 
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